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The Ocular Findings of Intracranial Tumor; A 
Study of 358 Cases. Manousos ANGEL PE- 
TROHELOS and JoHN WoopworTH HENDERSON. Am. 
J. Ophth., 1951, 34: 1387. 

The ocular findings in a series of 358 cases of intra- 
cranial tumor are evaluated. 

Operation was performed in 344 of these cases, 
and the diagnosis was confirmed by microscopic 
study; in 14 cases the diagnosis was fairly certain, 
but surgery was not considered advantageous for 
treatment. 

The following ocular findings were considered: 
(1) papilledema, (2) optic atrophy, (3) visual field 
changes, (4) pupillary abnormalities, and (5) dis- 
orders of ocular motility. 

Papilledema occurred in 59.5 per cent of the cases. 
When the tumors were located above the tentorium, 
papilledema was evident in 53.3 per cent; when lo- 
cated subtentorially, papilledema was found in 75.2 
per cent of the cases. Papilledema was bilateral in 
205 of the 213 cases which presented the condition. 
In only 14 cases was there a difference in the amount 
of elevation of the nerve heads. 

Optic atrophy occurred in 12 per cent of the cases. 
In 25 the condition was of secondary occurrence and 
in 17, primary. 

Changes in the visual fields were observed in 104 
of the 231 examinations (i.e., in slightly less than 
half). There were positive visual field findings in 
certain cases regardless of the location of the tumor. 
Improvement of the visual fields after surgery was 
uncommon. 

Anisocoria occurred in 12 per cent of the cases. 

The movements of the eyes were affected in a 
fairly large number of the cases. Defects of con- 

jugate movement were noted in 20 cases of the group. 
The incidence of nystagmus for the series was 10.9 
per cent. Individual muscle palsies occurred in 46 
cases: the abducens nerve was affected in 35 cases, 
the oculomotor nerve was partially affected in 11, 
and the trochlear nerve in 2 cases. 
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Nystagmus occurred in a great majority of pa- 
tients with cerebellar tumor. It was present in 34.5 
per cent of the cases. 

Defects of conjugate movement occurred in 5.6 
per cent of the cases. Involvement of upward con- 
jugate gaze in pineal tumors had the greater local- 
izing value. 

Palsies of the extraocular muscles were of little 
value in lateralization. 

The incidence of papilledema in this series of 
cases was distinctly lower than that reported pre- 
viously. 

It is pointed out that Duke-Elder believes a 
greater amount of swelling in one optic disc is not of 
lateralizing value. 

The most frequent findings in the visual field were 
homonymous hemianopia and peripheral contrac- 
tion. Sparing of the macula was more common than 
splitting of the macula even when the optic tract 
was affected. 

Quadrantanopsia was not found to be indicative 
of involvement of the temporal lobe. Walsh is 
quoted as stating that an homonymous quadrantan- 
opsia suggests involvement of the dorsal or ventral 
band of the optic radiation, and that such an in- 

volvement may be in the temporal lobe. 

The value of examining the fields of vision in any 
patient suspected of harboring a brain tumor is em- 
phasized. Josuua ZucKEeRMAN, M.D. 


Orbital Pseudotumors. THomas W. Cowan. Arch. 
Ophth., Chic., 1951, 46: 390. 


The author discusses pseudotumors of the orbit, 
and points out that this is a rather common con- 
dition. 

Inflammatory pseudotumors may present evidence 
of fibroblastic repair in various stages: from nuclear 
tissue to hyaloid tissue (as well as lymphocytes 
scattered throughout the tissue). 

There are three classes of pseudotumors: (1) those 
which are diagnosed but which undergo recovery 
spontaneously by treatment with absorptive agents, 
(2) those in which masses are diagnosed but are not 
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found on surgical exploration, and (3) those which 
appear to be true neoplasms but which prove to be 
pseudotumors on microscopic examination. 

Transitory chemosis of the eyelids may precede 
the onset of the other symptoms. Proptosis of mod- 
erately rapid development, averaging about 7 mm., 
without any signs of inflammation, is one of the chief 
symptoms. The presence of a palpable mass in the 
orbit occurs in 50 per cent of cases. In about two- 
thirds of the cases vision is affected as a result of 
hemorrhages of the retina and/or choking of the 
disc, but usually returns to normal after regression. 

Paresis of the extraocular muscles and loss of mo- 
tion of the eyeball is common. 

The differential diagnosis is based on the following 
features: the average age of patients with pseudo- 
tumor is 45 years; neoplasms are rare after the second 
decade; the onset of exophthalmos in the presence of 
neoplasms is insidious, and in pseudotumors it is 
relatively abrupt, usually occurring within a period 
of several weeks. Although, at first, pseudotumors 
are rarely bilateral, in over one-third of the cases 
the opposite eye is affected within 4 to 9 months 
after the onset. 

Chronic orbital myositis does not usually present 
any visual disturbances. 

The orbital apex-sphenoid fissure syndrome is 
characterized by ptosis, diplopia, partial or complete 
ophthalmoplegia, a dilated pupil with loss of reflexes, 
hyperesthesia or anesthesia along the area of distri- 
bution of the first branch of the fifth cranial nerve, 
optic neuritis, and optic atrophy. Exophthalmos is 
inconsistent and slight. Roentgenograms of the 
sphenoidal fissure usually reveal a marked periostitis 
of the sphenoidal fissure and the optic foramen. 

Bony tumors reveal exostoses and enostoses. 

Thyrotoxicosis is usually bilateral and the asso- 
ciated exophthalmos is usually in an anteroposterior 
plane. High basal metabolic rate, low blood choles- 
terol, increased pulse rate, and disturbances of the 
temperature center are all distinguishing features. 

In exophthalmos due to pituitary disease, the usual 
signs of thyrotoxicosis are missing. In thyrotropic 
exophthalmos, the extraocular muscles are greatly 
increased in size and microscopic examination re- 
veals fibrosis of the fibers, edema, muscle degenera- 
tion, and round-cell infiltration. , 

Exploration of the orbit in cases of pseudotumors 
is warranted. 

The author presents in detail a case of pseudo- 
tumor of the orbit, including its clinical course, its 
surgical treatment, its postoperative phase, and the 
end result. Josuua ZucKERMAN, M.D. 


The Micro-Organisms Causing Sympathetic Oph- 
thalmia. Evcren Scurecx. Arch. Ophth., Chic., 
1951, 46: 489. 

The author attributes sympathetic ophthalmia 
to a micro-organism. On a previous occasion he 
attempted to demonstrate the histopathologic pic- 
ture of the process by which sympathetic ophthal- 
mia breaks out, persists, and migrates. 


In the present experiments he demonstrates that 
the micro-organism which he believes causes sympa- 
thetic ophthalmia passes through chicken eyes, and 
cultivates the pathogens from material derived from 
human aqueous on the chorioallantois of chick em- 
bryos. 

After the exciting agent of sympathetic ophthal- 
mia was demonstrated in the experiments, inocula- 
tions were made into the right eyes of 121 chickens, 
and material from the inoculated right eyes and the 
untouched sympathizing left eyes was obtained for 
succeeding passages. A series of 217 inoculations of 
the chorioallantois of chick embryos was performed. 
As human donor material, the aqueous of the excit- 
ing eyes was used twice, the aqueous of the sympa- 
thizing eyes was used seven times, and the uveal 
material from the exciting eyes was used three times. 

The information reported may be utilized clini- 
cally. For example, a diagnostic puncture may be 
made of the anterior chamber of an eye suspected of 
having sympathetic ophthalmia, and the warm ma- 
= inoculated on the chorioallantois of chick em- 

ryos. 

It appears that certain drugs, such as aureomycin, 
chloramphenicol (chloromycetin), and P-amino- 
salicylic acid, ought to be effective in the treatment 
of sympathetic ophthalmia, but penicillin or the 
sulfonamides would be ineffective. Conventional 
procedures and methods of therapy such as early 
enucleation of the suspected eye (not evisceration), 
and the administration of methenamine sodium 
salicylate (cylotropin) and atophanyl (cinchophen, 
sodium salicylate, and procaine hydrochloride) are 
still in order. JosHua ZUCKERMAN, M.D. 


Corneal Dystrophy Following Secondary Intra- 
ocular Operations. Paut STERNBERG and SAMUEL 
J. Meyer. Arch. Ophth., Chic., 1951, 46: 527. 


The authors describe corneal dystrophy follow- 
ing secondary intraocular operations. Bullous kera- 
titis is of frequent occurrence in acute glaucoma, 
absolute glaucoma, and chronic iridocyclitis, and 
often follows multiple operative procedures with 
persistent elevation of intraocular tension. 

They report 5 cases (4 cataract extractions and 
1 iridencleisis) in which a previous operation for 
acute glaucoma had been performed and in which 
bullous keratopathy followed secondary intraoc- 
ular procedures performed in different quadrants 
of the limbus. It is suggested that the corneal 
endothelium may have been damaged by the acute 
increase in intraocular pressure during the acute 
attack of glaucoma. 

The eyes had responded well to the initial oper- 
ation for glaucoma but the secondary intraocular 
surgical procedures in other quadrants may have 
resulted in sufficient additional damage to the 
endothelium to render the cornea edematous and 
bullous. 

Dehydration by glycerine or by hypertonic solu- 
tions may clear the cornea temporarily. When the 
bullae rupture, pain and tearing ensue, 


Alcohol injected retrobulbarly yielded a satisfac- 
tory result in 1 case, probably by eliminating the 
sensory pain stimulus responsible for the increased 
tearing. The effect of this injection is comparable 
to resection of the greater superficial petrosal nerve, 
a procedure recently advocated by Johnson and 
Nosik. Josuua ZucKERMAN, M.D. 


Genetics of Retinoblastoma. Harotp F. Fatts and 
JamEs V. NEEL. Arch. Ophth., Chic., 1951, 46: 367. 


The authors attempted to establish a complete 
roster of cases of retinoblastoma which occurred in 
the state of Michigan during the period between 
1938 and 1947, and to study the families in which 
these cases were found. Fifty-three cases were lo- 
cated in 52 families. Twenty more cases were studied 
which occurred between 1948 and 1951. 

The incidence of the condition was found to be 
approximately 1 in 20,288 live births. 

The family histories indicate that a retinoblastoma 
depends upon a single dominant gene. However, 
this does not always find expression. 

Many data were analyzed to determine the exist- 
ence of factors capable of influencing the mutation 
rate. It was found that there was no secular trend; 
that the season of conception had no effect; and that 
parental age was not a factor. 

Children with retinoblastoma are oftener mentally 
defective than one would expect on the basis of the 
known incidence of the mental defect but there was 
no other significant association of retinoblastoma 
with ocular, physical, or mental characteristics. The 
parents and siblings of children with retinoblastoma 
did not differ from a cross-section of the normal pop- 
ulation. 

At present the five-year survival rate is close to 70 
per cent. Among these survivors who inherit the 
disease from a parent, approximately 50 per cent 
will have the condition in both eyes. 

Patients with bilateral retinoblastoma seldom re- 
produce, whereas the survivors with unilateral dis- 
ease have a normal reproductive rate. The frequency 
should increase until at the end of eight generations 
a near-maximum frequency of 1.54 times the present 
frequency is reached. 

If a 100 per cent. effective treatment were devel- 
oped, and if survivors reproduced at a normal rate, 
the frequency of the gene would increase so that in 
eight generations the disease would have eight times 
its present frequency. §JosHua ZUCKERMAN, M.D. 


The Treatment of Acute Suppurative Otitis Media. 
Maurice G. Evans. Ann. Otol. Rhinol., 1951, 60: 
638. 


The pertinent literature dealing with the rela- 
tive merits of chemotherapy and myringotomy in 
avoiding surgical mastoiditis is reviewed. The 
views of others are supported by this study. 

During a relatively short period in 1948, approx- 
imately 45 patients with acute suppurative otitis 
media were seen and treated by early myringotomy, 
with and without antibiotics or chemotherapy. All 
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of these patients recovered without a mastoidec- 
tomy. During the same period, 30 patients with 
acute mastoiditis received a total of 36 simple 
mastoidectomies to evaluate the dosage. 

The group operated upon ranged in age from 5 
months to 16 years. The majority of the patients 
were under 10 years of age. This is significant 
when it is realized that a child usually will not 
complain of residual symptoms of middle ear dis- 
ease. With two exceptions, all patients were treat- 
ed with insufficient doses of widely different com- 
binations of chemotherapy. The offending orga- 
nisms became resistant to the drugs. Repeated 
acute exacerbations of a chronic process were the 
tule. In 2 cases serious complications resulted 
from the inadequate therapy. Roentgenograms 
of the mastoids demonstrated conditions ranging 
from marked density to complete cellular destruc- 
tion. 

Not a single patient in this series of operations 
had had the benefit of proper drainage by an early 
myringotomy. In the majority of cases, drainage 
through a pin-point perforation occurred spon- 
taneously. 

The white blood count was not high, as a rule, 
and ranged from 6,400 to 15,700. The lymphocyte 
count tended to be high. Beta hemolytic strepto- 
cocci and the Staphylococcus aureus were the chief 
offenders. The former was sensitive to penicillin 
in vitro but the Staphylococcus aureus was usually 
penicillin-resistant. 

The patients who received the least amount of 
chemotherapy seemed to show more fluid pus in 
the mastoid cells. Those who had several spon- 
taneous ruptures and were treated with repeated 
small doses of drugs had considerable amounts of 
granulation in the antra and middle ear cavities. 
The mastoid cell partitions were either soft or 
absent. Those cases in which microscopic studies 
of specimens were obtained showed various stages 
of chronic infection and the presence of acute gran- 
ulation tissue. 

It is concluded that the low incidence of surgical 
mastoiditis in the past few years is to be accounted 
for by the low incidence of acute suppurative otitis 
media, rather than the result of the routine use 
of chemotherapy and antibiotics in this disease. 
The role of chemotherapy in preventing surgical 
mastoiditis was concluded to be secondary since 
chemotherapy had been unavailing in the preven- 
tion of surgical mastoiditis in the series of 30 cases 
treated without resort to myringotomy although 
no evidence was available that the dosage was ade- 
quate, nor was a suitable drug selected. On the 
other hand, myringotomy with or without chemo- 
therapy prevented the necessity of surgical mas- 
toidectomy in 45 patients with acute suppurative 
otitis media observed during the same period of 
time. Myringotomy was concluded to be an abso- 
lute requirement in the early treatment of acute 
suppurative otitis media. 

Joun R. Linpsay, M.D. 
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Otogenic Cerebellar Abscess and Some Infections 
of the Posterior Fossa of the Skull. E. D. D. 
Davis. J. Lar. Otol., Lond., 1951, 65: 646. 

The author emphasizes the necessity of perform- 
ing a complete mastoidectomy as the first operative 
procedure when an otogenic cerebellar abscess, lat- 
eral sinus thrombosis, or meningitis are suspected or 
even diagnosed. Some cases of latent cerebellar 
abscess are not discovered until the tract of suppura- 
tion is discovered at mastoidectomy. Furthermore, 
a cerebellar abscess is more easily located and tapped 
through its stalk which is usually in front of the 
sigmoid sinus. 

The author reviews the intricate mastoid anatomy 
in detail, pointing out the salient anatomical rela- 
tions with the paths of infection to the posterior 
fossa. These consist of retrofacial cells, marginal 
cells, zygomatic cells, and Trautman’s triangle. 

The conditions which most frequently result in 
cerebellar abscesses are acute exacerbations of antral 
cholesteatomas which erode into the lateral sinus 
and secondarily result in cerebellar abscess. A 
chronic process in an antral cholesteatoma most fre- 
quently erodes through the tegmen and results in a 
temporosphenoidal abscess. 

The relations of the cerebellum to the various 
structures of the mastoid are reviewed, together 
with the paths of invasion which could cause cere- 
bellar abscess. Most abscesses arise from caries or 
infection of Trautman’s triangle and are secondary 
to a chronic process. Acute aural infections more 
frequently lead to meningitis. 

Otogenic meningitis most frequently arises from 
acute suppurative labyrinthitis, sinus thrombosis, 
extradural abscess in Trautman’s triangle, rupture 
of a brain abscess, and following a labyrinthectomy 
performed too early in a serous labyrinthitis. The 
origin in some cases cannot be traced and in these 
the infection is probably carried via the blood stream. 
Otogenic meningitis usually occurs in the posterior 
fossa and is accompanied by rigidity of the neck; 
however, if the meningitis is confined to the cerebral 
cortex, rigidity of the neck is absent. 

Cerebellar abscesses which arise from erosion of 
Trautman’s triangle are contiguous abscesses, where- 
as those from a retrograde thrombophlebitis due to 
a lateral sinus thrombosis are deep abscesses in the 
substance of the hemisphere. The sites and morbid 
anatomy of cerebellar abscesses are discussed in de- 
tail. The author believes that abscesses are much 
more likely to be found in front of the sigmoid sinus 
than posterior to it, via the neurosurgical approach. 
He also believes that the danger of intracranial in- 
fection from a mastoid operative area is exaggerated. 
His technique of exploring for cerebellar abscesses 
via the mastoidectomy approach is described. He 
cites figures to support his contention that an abscess 
is much more likely to be found by exploration 
through the mastoid area. The causes of death from 
cerebellar abscess are discussed; they are: rupture or 
diffuse meningitis, interference with the respiratory 
and vasomotor centers in the medulla by pressure, 


increased intracranial pressure, or edema of the 
brain. Cerebellar abscesses are usually accompanied 
by greatly increased intracranial pressure in the 
posterior fossa, and sudden respiratory failure has 
been caused by the rapid evacuation of an abscess. 
The author describes the direction and method of 
aspiration and exploration of a cerebellar abscess 
and the results of the excision or enucleation. It ap- 
pears that aspiration and enucleation are the prefer- 
able method of therapy. The author believes that a 
brain abscess should be tapped at the earliest pos- 
sible moment after its diagnosis is made. 
K. Wricut, M.D. 


The Value of Histamine Skin Tests in Méniére’s 
Disease. Haccie. Brit. M.J., 1951, 2: 1057. 


The author gives a historical review of the devel- 
opment of our knowledge concerning Méniére’s 


disease, particularly the work which has to do with _ 


Atkinson’s hypothesis—that Méniére’s disease can 
be divided into two types by a histamine skin test 
which will isolate about 20 per cent of the patients 
into a group which can be helped by histamine in- 
jections. The mechanics of this test are carefully 
described. The dissenting opinions by other workers 
in Méniére’s disease, as well as Atkinson’s replies to 
these opinions and his later modifications of his 
histamine test, are reviewed. 

The author describes histamine skin tests done 
on 50 patients with Méniére’s disease and §0 con- 
trols, which were designed to show the reliability 
of the test in the therapy and diagnosis of Méniére’s 
disease. 

He notes that of the 50 patients with Méniére’s 
disease, only 2 suffered from migraine, and 1 from 
asthmatic attacks, and none has a history of other 
allergic disturbances related to the vertigo. The 50 
controls were selected solely for the fact that they 
had no evidence of Méniére’s disease and did not 
suffer from any allergic disorder or migraine. All of 
these patients were tested by Atkinson’s histamine 
skin test as exactly as could be done by detailed 
scrutiny of the description of the test. None of the 
methods of analysis of the tests in the two groups 
revealed any significant differences between the con- 
trols and the patients with Méniére’s disease. It was 
noted in both groups that there was a similar and 
consistent increase in the number of tests showing 
pseudopodia in direct proportion to the number of 
skin tests done. 

The author feels that, if the histamine test is sig- 
nificant, his series of cases was sufficiently large that 
there should have been a significant difference be- 
tween the control group and the group with Méniére’s 
disease. The results showed no such difference. 

K. Wricat, M.D. 


The Treatment of Endolymphatic Hydrops (Méni- 
re’s Disease) with Streptomycin. Henry V. 
Hanson. Ann. Otol. Rhinol., 1951, 60: 676. 


The author’s previous experience with 36 cases of 
tuberculosis treated over a prolonged period with 


{ 

) 

( 

: 


SURGERY OF THE 


streptomycin and checked weekly by vestibular 
function tests and audiograms indicated that the 
vestibular function was regularly abolished with 
very little, if any, acoustic damage. Therefore, he 
felt that the streptomycin regime which accom- 
plished these results might be worth trying on intrac- 
table cases of Méniére’s disease. The article gives 
protocols of 5 such cases. They were all intractable 
hydrops of the labyrinth with incapacitating vertigo, 
nausea, and vomiting, made worse by the fear of sub- 
sequent attacks. All of the patients were thorough- 
ly studied by means of audiograms and caloric tests 
and were then placed on a regimen of 2 gm. of strep- 
tomycin daily divided into 4 doses and continued 
for from 20 to 43 days or, roughly, until the cold 
caloric test was completely negative in the involved 
ear. In all of these patients, therapy was followed 
by an absence of severe vestibular vertigo during the 
1% to 4 year follow-up period, although all had ex- 
perienced mild dizziness on sudden change of posi- 
tion periodically. They also had gradually to ac- 
quire the ability to walk in darkness or on soft foot- 
ing. It was noted that in no case was the hearing or 
the caloric function of the normal vestibular appa- 
ratus further impaired. In all of the cases, the cold 
caloric test became entirely negative and remained 
so on the side involved by endolymphatic hydrops. 

The author reports that since publication of the 
article, he has treated 6 additional patients by this 
method with similar results. He feels that the treat- 
ment could now be modified and shortened to better 
advantage by increasing the daily dose of strepto- 
mycin to 3 gm. divided into two daily doses and car- 
rying on the treatment for 5 days beyond the period 
of total loss of cold caloric stimulation on the in- 
volved side or, at the first sign of any reduction of 
response to the caloric test by the uninvolved ear or 
the hearing in either ear. 

The author’s experience concerning the hearing 
following streptomycin therapy was that 8 per cent 
of the patients experienced a slight high tone loss, 
4 per cent a slight low tone loss, with 6 per cent 
obtaining a return to normal following completion of 
the therapy; these results were obtained with the 
doses which are currently being used. He believes 
that streptomycin in relatively small amounts will 
produce destruction of the vestibular function of an 
ear involved by endolymphatic hydrops, that a 
larger amount will destroy vestibular function of a 
normal-functioning vestibular apparatus, and that a 
still larger amount will damage the acoustic appara- 
tus. The daily dose and the duration of therapy are 
the factors which will determine the extent of the 
toxicity. 

It is to be noted that this regimen should be used 
only for patients with intractable endolymphatic 
hydrops who have failed to respond to the usual 
method of medical management. It apparently re- 
lieves the distressing dizziness, but it does nothing 
to reduce the tinnitus or to improve the hearing, 
which can be accomplished in some cases by medical 
management. It might be considered suitable for 
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trial in cases in which a destructive operation on the 
labyrinth to alleviate vertigo is being considered. 
K. Wricut, M.D. 


Surgery in Méniére’s Disease. SamuEL ROSEN. Ann. 
Otol. Rhinol., 1951, 60: 657. 

The author reviews the criteria for the diagnosis 
of Méniére’s disease and the surgical procedures 
which have been used in cases refractory to medical 
therapy. The easiest and most successful of the 
latter is labyrinthectomy which has the disadvantage 
of destroying the hearing on the involved side so 
that if there is future involvement of the other ear 
a very difficult problem develops. 

The author then reviews our knowledge concern- 
ing the pathology and pathogenesis of Méniére’s 
disease, including the recent feeling that it is due toa 
localized autonomicimbalance involving the branches 
of the internal auditory artery. He presents his 
hypothesis that there are autonomic connections 
of the seventh and ninth cranial nerves with the 
eighth cranial nerve, citing Cunningham’s Anatomy 
as a reference. In his analysis he divides these 
nerves into the older primitive sonic system, con- 
sisting of the seventh and ninth cranial nerves, and 
the newer sonic system, consisting of the eighth 
cranial nerve. The components of the seventh and 
ninth nerves, which are involved in these connec- 
tions, are the chorda tympani of the seventh and the 
tympanic plexus of Jacobson in the ninth cranial 
nerve. 

The author then describes his technique for de- 
struction of the chorda tympani and the tympanic 
nerve of Jacobson and cites 14 cases of intractable 
labyrinthine hydrops in which the chorda tympani 
and, in most of the cases, Jacobson’s nerve wére 
sectioned. In 11 patients the vertigo was relieved, 
in 7 patients the tinnitus was diminished, and in 1 
patient the hearing returned. In no patient was the 
hearing destroyed. The author’s operation is a safe 
and simple one with low morbidity, and he advo- 
cates trying it before using destructive labyrinthec- 
tomy. 

The destruction of the parasympathetic fibers to 
the internal auditory artery constitutes a rational 
approach to the therapy of Méniére’s disease. These 
fibers undoubtedly travel in the seventh or perhaps 
the ninth cranial nerve; however, it would appear 
that this operation may perhaps section the para- 
sympathetic elements of these two nerves distal to 
the point of departure of the parasympathetics to 
the internal auditory artery. The preliminary re- 
sults reported here certainly merit further considera- 
tion of this procedure. Writt1am K. Wricut, M.D. 


Intracranial Division of the Eighth Nerve for 
Méniére’s Disease; A Follow-Up Study of Pa- 
tients Operated on by Walter E. Dandy. Ros- 
ERT E. GREEN and CARLETON C. Douctass. Ann. 
Otol. Rhinol., 1951, 60: 610. 


Méniére’s disease is characterized by impaired 
hearing, tinnitus, and intermittent attacks of vertigo. 
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A follow-up study of 587 patients who underwent 
intracranial division of the eighth nerve for Méniére’s 
disease was made to determine the end results of 
this procedure. The authors were particularly in- 
terested in knowing how many of the patients who 
had undergone partial section of the eighth nerve 
still had useful hearing in the affected ear 10 to 20 
years after operation. The statistics were compiled 
by combining the information of patients examined 
in the clinic and those answering questionnaires. 

Partial section of the eighth nerve was designed 
to stop the vertigo and tinnitus and to preserve, or 
at least not destroy, the hearing in the affected ear. 
Audiograms were made before and after operation, 
the opposite ear being masked. Partial section was 
found to relieve the vertigo in over go per cent of the 
cases. This was comparable with complete section. 
In those patients with bilateral disease, sectioning 
the eighth nerve on one side was efficacious in just 
over 50 per cent. 

Relief from tinnitus was not so striking. About 
25 to 35 per cent of the patients were totally or 
partially relieved with complete section of the eighth 
nerve. Tinnitus was not as frequently relieved with 
partial section of the eighth nerve. 

Partial section seems to be favored over complete 
section, as the relief from vertigo is comparable and 
usable hearing has been preserved in 40 to 45 per 
cent of the cases. In those patients in whom hearing 
was absent, it was believed that inadvertently there 
had been a complete section of the eighth nerve. 

The most important complication of the operation 
is facial paralysis, which may be transient or perma- 
nent. The incidence of permanent facial paralysis 
was 9.2 per cent in those patients receiving a com- 
plete section, and 1.7 per cent in those with a partial 
section. Disturbance of equilibrium is another com- 
plication which occurs. This lasts from a few days to 
a period of 6 months. It is more severe following 
bilateral operations, following which inability to 
maintain balance in the dark is often severe for a 
year or more. Joun R. Linpsay, M.D. 


Histologic Study of an Operated Case of Otosclero- 
sis 3 Years after Fenestration. BENGT NyLéN. 
Acta Soc. med. Upsaliensis, 1951, 56: 101. 


A histologic study was made of the temporal bones 
of a woman, age 51, who had been operated upon for 
otosclerosis. A fistula in the lateral semicircular 
canal of the ear most affected resulted in an immedi- 
ate improvement in hearing. This improvement 
rapidly regressed. A revision fenestration operation, 
performed 434 months later, resulted in little im- 
provement. At the second operation, the fistula was 
found to be closed. The patient died 3 years after 
the last operation. 

Histopathologic examination showed extensive 
symmetrical, mainly active otosclerotic changes with 
bilateral, partial stapes ankylosis. The labyrinthine 
fistula was entirely overgrown by osteoid bone. 
Otosclerotic changes, mainly of the quiescent type, 
were found in the vicinity of the site of operation. 


Otosclerotic changes are found more commonly in 
the area in which Lempert’s nonovalis fenestration 
is placed than in the lateral semicircular canal. The 
relation of otosclerotic bone to operative trauma and 
the relationship of otosclerosis to bone regeneration 
is of interest. Histologic study of a large number of 
bone discs removed during the fenestration opera- 
tion would be of considerable value in this connection. 

Joun R. Linpsay, M.D. 


NOSE AND SINUSES 


Spontaneous Intramaxillary Hemorrhage. 
H. LaCzrarr, Jr. Arch. Otolar., 1951, 54: 510. 

A résumé of the 23 reported cases of spontaneous 
intramaxillary hemorrhage is given in this article. 
To these the author adds 6 cases of his own. 

The history in all of the author’s cases was typical, 
namely, a sudden profuse unilateral hemorrhage 
which started spontaneously or was associated with 
very little exertion. In no case was there any kind 
of trauma. After the nose was cleansed of blood, 
no source of the hemorrhage was found. With a 
nasopharyngoscope, however, blood could be seen 
in the region of the normal ostium and transillu- 
mination demonstrated a dark antrum on the in- 
volved side. In none of the author’s cases were 
abnormalities of the blood clotting or coagulating 
time found. The platelet counts were within normal 
limits, the prothrombin times normal, and the ser- 
ology negative. Anemia was slight. 

In 5 of the 6 patients, roentgenograms revealed 
hypertrophied sinus mucosa. Maxillary sinus lavage 
in all cases yielded old blood clots. By the use of 
iodized oil, hypertrophied irregular sinus mucosa 
was found in 4 of the sinuses and in 1 case a 
single polyp was found. 

The author believes it is impossible to define the 
cause of this condition, but that it does occur “‘as 
a complication of chronic hyperplastic maxillary 
sinusitis.” It can also be associated with changes 
of the sinus mucosa secondary to dental inflamma- 
tory disease. If studies of the antrum with contrast 
media reveal an abnormal lining membrane, a 
Caldwell-Luc operation should be dene “to remove 
the site of bleeding.” Joun J. BALLENGER, M.D. 


Management of Deformities of the Lower Cartila- 
ginous Vault. Samuet Fomon, Irvinc B. GoLp- 
MAN, Harry NEIVERT, and ALFRED SCHATTNER. 
Arch. Otolar., 1951, 54: 467. 


The authors present their own method for manag- 
ing nasal deformities of the lower cartilaginous vault 
when they involve the shape of the tip rather than 
an overabundance of cartilage. 

Their technique in brief is as follows: 

After the soft structures over the bony and upper 
cartilaginous vault have been elevated in the usual 
manner, circumferential incisions are made along 
the lower margin of the lower lateral cartilages, the 
overlying soft tissues are separated, the cartilages 
are exposed, and the angles are cut through. 
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If the columella is wide, enough subcutaneous 
tissue at the base of the columella is removed to 
secure the desired narrowing, and a mattress suture 
of nonabsorbable suture material is passed through 
to hold the raw parts in apposition. If the base is 
too wide, the septolabial angle is depressed, or the 
columella is too short, or any two or all three con- 
ditions exist, the alae are cut through where they 
abut on the lip, and through these incisions the 
base of the nose is separated from its attachment 
to the bone. An absorbable surgical suture is then 
passed through the tissues, introduced through one 
incision and brought out through the other. The 
suture is tightened to secure the required narrow- 
ing. The two incisions are then closed with two or 
three atraumatic sutures. The septolabial angle is 
fixed on the septum in either a forward or a back- 
ward position, as indicated. It may be necessary 
to excise a part of the nasal spine to accomplish 
the latter purpose. 

After the reconstruction of the base the mesial 
crura are exposed, the intervening connective tissue 
is removed, and the crura are approximated by a 
through-and-through absorbable surgical suture. 
To prevent subsequent drooping of the tip, the 
mucosa on the septum is de-epithelized and the 
mesial crura are attached to the septum with a 
nonabsorbable surgical suture. The lateral crura 
are then exposed, and the soft tissue over the car- 
tilage is removed. A small flap is raised from the 
terminal end of the cartilage, its size depending on 
how much of the crura will overlap. This prevents 
the burying of epithelium. Furthermore, the small 
flap provides a cover for the raw area at the apex 
of the vestibule. The balance of the cartilage is 
cross-hatched until the spring has completely dis- 
appeared, the cuts being made in the line of the 
deformity. The caudal margin is left intact. 

If the deformity lies not only in the shape but 
also in the bulk, the excess cartilage is removed as 
follows: 

Parallel incisions are made with a No. 15 Bard- 
Parker knife at strategic points through the cartilage 
down to, but not including, the vestibular skin. 
With the blades of pointed scissors the cartilage is 
peeled off. This usually destroys the spring of the 
cartilage, but occasionally to accomplish this pur- 
pose additional crosshatching of the remaining car- 
tilage is required. The terminal ends of the cartilage 
are then grasped with forceps and placed over the 
mesial crura, the two ends being made to abut or 
overlap each other. The covering flap composed of 
skin and subcutaneous tissue and the lining flap of 
vestibular skin and cartilage are readjusted into 
the desired relationship by manipulation. 

The incision along the caudal edge of the mesial 
crus on the right side is extended downward, and a 
pocket is made between the skin and the cartilage. 
A strut consisting of part of the removed hump or 
septal cartilage is placed in this pocket. It is 
placed in such a manner as to force the terminal 
ends of the lateral crura upward sufficiently to at- 
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tain the proper “break” between the tip and the 
dorsum. Finally, the alae are inspected and if they 
are too convex appropriate wedges are removed 
from the alarfacial junction. The nasal flaps and 
columellar strut are held in place with packing. 
The nose is painted with benzoin tincture; a 
strip of adhesive plaster is placed around the base 
of the lobule and a second piece just behind the 
strut. The adhesive plaster is pinched up with a 
hemostat to force the strut into a more desirable 


_ position. The pinched-up tuck is cut away and the 


plaster reinforced with another strip. A_pear- 
shaped piece of adhesive plaster is then placed over 
the nose, the base lying along the “‘break”’ between 
the dorsum and the tip. This is reinforced with 
other strips. Finally, a Stent dressing is applied 
and left on for a week or preferably longer. 

Joun J. BALLENGER, M.D. 


Adamantinomas in Relation to the Nose. Aumap 
Brey Hanpovusa. J. Lar. Otol., Lond., 1951, 65: 715. 


Adamantinomas of the superior maxilla form 
about 15 per cent of the total number of adamanti- 
nomas, the majority occurring in the mandible. 
Fourteen cases of this epithelial tumor of the su- 
perior maxilla are presented. There were 11 male 
patients and 3 female; the youngest one was 20 
years old and the oldest was 60. The majority of 
them were more than 30 years old. The age and 
sex incidence should be compared with that of 
osteoclastomas. The latter are usually seen in fe- 
males with an average age incidence below 30. 

These tumors arise from dental elements in what- 
ever position these may be found in the superior 
maxilla. In this series some of the tumors obviously 
started far from the alveolus, being located over the 
inner canthus or ethmoid. As a rule, the tumors 
enlarge slowly and painlessly. This is in contrast 
to carcinomas and sarcomas of this region. The 
usual complaints occur in the late stages of the dis- 
ease. These include swelling, a persistently dis- 
charging fistula following dental extraction, and 
proptosis. 

Bone changes occur mainly by pressure necrosis, 
rather than osteoclastoma activity. The roentgeno- 
grams in this series revealed a shadow of uniform 
density, free of trabeculation and honeycombing, 
in 8 solid and 4 cystic tumors. Honeycombing was 
present in only 2 cases. These findings differ some- 
what from the usually described picture. The roent- 
genogram can be differentiated from that of the 
dense bony capsule of an osteoclastoma. 

Grossly, adamantinomas of the superior maxilla 
tend to be of the solid variety, the cystic type con- 
stituting only one-third of the cases. On section, 
the solid mass appears to be a grayish white or 
bluish, and very friable. In the cystic variety, 
spaces of various sizes are found to be separated by 
thick strands of dense fibrous tissue. The cyst lin- 
ing was either smooth or papillated and filled with 
sterile fluid. Occasionally, teeth have been found in 
the mass. 
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The histologic structure is very variable, ranging 
from stratified squamous epithelium to specialized 
enameloblasts. Mixtures of three types—the squa- 
mous cell type, the plexiform type, and the gland- 
ular type—are commonly found. The stroma is 
hyaline, myxomatous, or cellular. Bone spicules 
may be found over the periphery. A pseudocapsule 
of bone and fibrous tissue may encircle the mass. 

Exenteration of the mass is advised. Irradiation 
may or may not be indicated. 

Joun R. Linpsay, M.D. 


MOUTH 


The Role of Radical Neck Dissection in Oral Car- 
cinoma. WALTER W. CarroLt. Q. Bull. Nerth- 
west. Univ. M. School, 1951, 25: 353- 


The biologic activity of intraoral carcinoma is 
such that a high percentage of patients will present 
cervical metastases early during the course of the 
disease. These nodal collections are usually lim- 
ited to the lymphatics above the clavicle for some 
time because blood vessel invasion by such lesions 
occurs late. Since such metastases characteristi- 
cally involve the deep cervical lymphatic chains, 
they lend themselves well to block dissection and 
excision. This procedure is known by the term 
“‘radical neck dissection’? and has become accepted 
as the most efficient means of eradicating cervical 
metastases secondary to oral carcinoma. Because 
the successful management of cervical metastases 
frequently determines the eventual survival of the 
patient, we have attempted to evaluate the use of 
radical neck dissection within our therapeutic arma- 
mentarium. 

In reviewing our experience with radical neck 
dissection certain principles have become evident. 
Because of the fact that cervical metastases are 
the result of lymphatic embolization which follows 
typical patterns, therapeutic dissociation of the 
primary lesion and its related nodal metastases is 
a logical and accepted practice. In such instances 
of discontinuous therapy, eradication of the pri- 
mary lesion is mandatory before radical neck dis- 
section is performed. In addition to complete con- 
trol of the primary lesion there must be reasonable 
proof that distant metastases are absent and that 
the cervical nodes are not fixed to the deeper 
neck structures. Under such circumstances excel- 
lent salvage can be expected from radical neck 
dissection in the treatment of carcinoma of the 
lip, buccal mucosa, upper gingiva, hard palate, ton- 
sil, and some tongue and floor of the mouth lesions. 

Because of the invasive quality of some intraoral 
carcinomas, wide excision of the primary lesion is 
mandatory, either before or after preliminary ra- 
diation. At the time of surgical excision it is rea- 
lized that the proximity of the related lymph nodes 
is such that both the primary and regionally in- 
volved nodes can be easily removed en bloc. The 
best application of this technique of dissection and 


excision of primary and secondary lesions in con- 


tinuity is to cases of carcinoma of the lower gin- 
giva. It has also been of value in postradiation 
recurrence or in extensive primary lesions of the 
floor of the mouth and the side of the tongue. 
Under these circumstances the operation consists 
of a radical neck dissection combined with hemi- 
mandibulectomy and partial glossectomy, all in 
continuity. The functional and cosmetic results in 
these patients have been quite satisfactory. 


NECK 


Muscular Wasting of Obscure Origin and the Thy- 
roid Gland. KeEenneta L. Zrerter. Bull. Johns 
Hopkins Hosp., 1951, 89: 263. 

Ten patients beyond the age of 40 years in whom 
hyperthyroidism was characterized mainly by great 
wasting of muscle were observed. These patients 
complained chiefly of anorexia, weakness, and weight 
loss. Exophthalmos, thyropathic eye signs, and 
goiter were not demonstrable or were not impressive 
in most cases. However, other symptoms and signs 
associated with typical hyperthyroidism in younger 
patients were almost always present, although sel- 
dom prominent and sometimes overlooked. 

A curious pattern of creatine metabolism appeared 
in these patients, characterized by hypocreatinuria, 
impaired creatine tolerance, and surprisingly trivial 
spontaneous creatinuria. So consistent was this pat- 
tern that it became a useful indication for thera- 
peutic trial. The pattern is known not to be specific; 
it occurs in myotonic dystrophy and in Addison’s 
disease. However, efforts to demonstrate adreno- 
cortical insufficiency in older hyperthyroids were 
unsuccessful. The observations may be explained 
by assuming that the velocity of synthesis of crea- 
tine is depressed in the three clinical states in which 
this anomalous creatine pattern has been noted. 

In the final analysis, convincing demonstration of 
hyperthyroidism depended upon response to therapy. 
Rapid recovery of weight and restoration of strength 
occurred uniformly during the administration of 
Lugol’s solution, of n-propyl thiouracil, or of both. 

Frep W. S. Mopern, M.D. 


Carotid Body Tumors (Guzy kiebka szyjnego). JAN 
Oszacki. Polski przegl. chir., 1951, 23: 321. 


Two cases of orange-sized tumor of the carotid 
body are reported. In both instances the mass was 
uniformly firm in consistency, painless to pressure, 
and could be displaced laterally. The one patient 
was an elderly woman, 65 years of age, and the 
other was a younger woman, 45 years of age. On 
questioning, both stated that they had noted the 
nodule in the neck more than 3 years previously, 
that at first it enlarged very slowly, and only began 
to enlarge rapidly in the past few months. 

At operation, the tumor in each patient was found 
to be only vaguely delimited; it was so adherent to 
the surrounding tissues as to be separable only by 
sharp dissection, so firmly grown to the common 
carotid artery at its point of branching, and to the 


= 


> 
{ 

Cc 
il 
I 
d 
d 
n 
tl 
p 
W 
b 
tk 
tl 
fu 
m 
tk 
hi 
at 
pc 
2 
an 
su 
of 
tre 
ne 

a 
loy 
an 
co 
ge 


SURGERY OF THE 


adjacent external and internal carotids, as to render 
any thought of separating the neoplastic growth 
from these vessels unjustifiable. 

On the basis of the above findings and, especially, 
upon the detection of enlargement of the regional 
lymph nodes, the diagnosis for both tumors was 
that of malignant degeneration. The trunk of the 
common carotid was ligated below the tumor and 
the internal and external carotids above, and these 
vessels together with the tumor mass were removed 
en bloc. On cross section it was observed that in 
both instances the lumen of the common carotid 
had been completely obliterated, pressed flat by 
the growth of the neoplasm. Histologic examination 
showed, however, that only the tumor in the older 
woman contained malignant tissues (medullary car- 
cinoma); the other tumor exhibited only tissues of 
the type of the glomus caroticum, without a trace of 
malignancy. 

Both of these patients experienced an uneventful 
convalescence and left the hospital after the usual 
interval without having had, at any time, any sign 
of the dreaded hemiplegia reported by other authors. 
In the younger woman there developed a mild 
degree of Horner’s syndrome. The older woman 
died soon afterwards of unknown causes. The 
younger woman is still living 2 months aiter the 
operation, and reports that she has no symptoms. 

The author believes that it would be a mistake 
not to remove these tumors, even though a pre- 
operative histologic examination might show that 
the process was not malignant. In such extensive 
processes the ligation would be done on a vessel 
which was already practically impermeable to the 
blood stream and would not change the circulatory 
conditions in the brain, and the leaving behind of 
the irradiation-insensitive new growth would expose 
the patient in the future to dangers incident to the 
further growth of the mass and to its tendency to 
malignant degenerative changes. As for the rest, 
the author harbors an earnest doubt that the 
histologic study of a biopsy specimen procured 
at operation could, with certainty, rule out the 
possibility of malignancy. 

Joun W. BRENNAN, M.D. 


Neck Dissections in the Treatment of Cancers of 
the Head and Neck. T. H. Crawrorp Barctay, 
Lreonarp F. PEttier, and ARNOLD J. KREMEN. 
Ann. Surg., 1951, 134: 828. 

The successful treatment of cancers of the head 
and neck requires close co-operation between the 
surgeon and the radiotherapist, and a continuity 
of care so that each agent or procedure used in 
treating the patient is used at the optimum time. 
Extirpation of the lymphnode-bearing areas of the 
neck by neck dissection is an integral part of such 
a balanced program. The operative mortality is 
low, the postoperative morbidity is not excessive, 
and the residual disability is minimal. Most of the 
complications can be avoided by careful planning, 
gentle dissection, and good supportive care. Mas- 
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sive antibacterial therapy and excellent anesthesia 
are considered of vital importance in the combined 
procedures. 

Neck dissection appears to be indicated as a 
prophylactic measure in most patients with can- 
cer of the oral cavity excepting the lip. Combined 
procedures with excision of the primary tumor and 
its node-bearing area in continuity represent the 
ideal operations and can be performed with little 
increase in complications or morbidity in cancers 
of the alveolar ridge, buccal mucosa, floor of mouth, 
and tongue. The results of the neck dissections per- 
formed as a part of a planned program of cancer 
therapy in this group of patients with relatively 
advanced cancers should encourage the wider ap- 
plication of these procedures. 

A group of 221 patients with cancer of the head 
and neck were submitted to formal neck dissec- 
tions with a mortality of 3.1 per cent. The most 
frequent complication was local wound infection. 
A 5-year survival rate of 28.4 per cent was ob- 
tained in a group of 52 patients with other cancers 
of the head and neck. Such survival rates in pa- 
tients with relatively advanced cancers suggest the 
wider use of such procedures. 

Eart O. Latimer, M.D. 


Hemilaryngectomy—A Modified Technique For 
Cordal Carcinoma with Extension Posteriorly. 
Max L. Som. Arch. Otolar., 1951, 54: 524. 


Malignant tumors of the larynx, particularly vocal 
cord carcinomas, are generally slow-growing. Re- 
gional and distal metastases occur less frequently 
and at a later stage of the disease than when car- 
cinoma occurs in most other organs of the body. 
Acknowledging that carcinoma is unpredictable in 
its spread, it would still seem that in neoplasms of 
the vocal cord and ventricle there is a better chance 
of eradicating the disease by local resection than 
there is elsewhere. Kerman has said, “It sometimes 
strikes one as unnecessary to remove a whole larynx 
when three-fourths of it appears to be healthy.” 

This is a report on 5 patients with unilateral car- 
cinoma of the larynx who were treated with hemi- 
laryngectomy. 

Hemilaryngectomy has been restricted to those 
lesions which involve the vocal cords and extend 
laterally into the ventricle or posteriorly onto the 
vocal process of the arytenoid. 

A complete description of the operation is given 
and excellent drawings are included. The author 
describes the use of an acrylic obturator to preserve 
an adequate airway and facilitate the taking of a 
sliding pharyngeal mucosal graft for closure of the 
defect. He has succeeded in maintaining an ade- 
quate airway and preserving a fairly good voice in 
his patients. Postoperative follow-up is too short 
to know the ultimate outcome as regards the control 
of the laryngeal disease. To date, the results are 
sufficiently encouraging to justify further trial of 
these procedures with this operation. 

Epmunp R. Donocuur, M.D. 
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Radical Surgery for Cancer of the Head and Neck. 
L. Watson. WN. York State J. M., 1951, 51: 
2631. 

Since the advent of antibiotics and good anes- 
thesia, radical surgery of the head and neck is pos- 
sible with considerably less risk of postoperative 
complications. Many patients with cancer of the 
head and neck present nutritional deficiencies and 
degenerative diseases. A complete preoperative 
medical evaluation is therefore essential. All nutri- 
tional and metabolic deficiencies should be corrected 
prior to surgery if this is possible. 

Pentothal sodium and d-tubo-curarine chloride 
have proved to be the most satisfactory anesthetic 
agents. Premedication consists of demerol and sco- 
polamine. The nasal passages, pharynx, and larynx 
are anesthetized topically with 5.0 per cent cocaine. 
The endotracheal tube is inserted to insure an air- 
way and adequate oxygenation. If a tracheotomy 
is present, the endotracheal tube is inserted into the 
trachea directly. 

For thyroid cancer the most satisfactory manage- 
ment is partial or total thyroidectomy plus radical 
neck dissection en bloc. The radical neck dissection 
is done first. This decreases the bleeding from the 
thyroid. The posterior cervical triangle and the 
retrosternal area are then freed of nodes. The thy- 
roid is removed with the previously dissected tis- 


sues. The recurrent laryngeal nerve should be sacri- 
ficed if it is in the way. 

Radical surgery for cancer of the cervical esoph- 
agus frequently must incorporate radical neck dis- 
section. A single rectangular flap is made so that 
its base or side is opposite the greater tumor prom- 
inence. The lower two-thirds of the sternocleido- 
mastoid muscle and the thyroid lobe on the same 
side are removed to facilitate exposure. The esoph- 
agus is mobilized 4 cm. above and below the tumor. 
The resection can be made either primarily with a 
skin tube or secondarily after a Padgett graft has 
healed behind the mobilized esophagus. 

Cancer of the mandibular alveolus may require a 
combined radical neck dissection plus hemimandi- 
bulectomy en bloc. This includes the disarticulated 
sectioned mandible, neck dissection tissues, the sub- 
maxillary contents, and the floor and the lymphatic 
pathways of the mouth. The operation also requires 
a tracheotomy. 

Rehabilitation of the patient by means of plastic 
surgery is indicated when the patient is shown to 
be free from the danger of recurrence. This in- 
volves the restoration of continuity of the mandible 
with bone grafts, freeing of the tongue with skin 
grafts, and the formation of a new skin-lined sulcus 
to permit the wearing of a dental prosthesis. 

Joun R. Linpsay, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Orbital Complications of Head Injury. 
Hooper. Brit. J. Surg., 1951, 39: 126. 


Among a series of approximately 500 patients 
with head injury, there were 58 sustaining a dis- 
turbance of visual function as a major complica- 
tion. Papilledema and pupillary dilatation are not 
considered direct orbital complications in this ser- 
ies of cases. 
~It is believed that the clinical features would 
fall into three main categories: (1) deterioration of 
vision; (2) double vision; and (3) displacement of 
the globe. 

Deterioration of vision occurred in 33 cases 
(57%) and consisted of a wide variety of visual 
defects. Blurred vision, due to a paralysis of ac- 
commodation or internal ophthalmoplegia, oc- 
curred in 1o cases. The exact pathologic lesion 
was not verified. Defects in the visual field were 
present in 27 cases. In 3 patients, deterioration 
of the vision resulting in complete blindness came 
on gradually in 24 hours, 3 days, and 6 weeks, re- 
spectively. Fourteen patients who had a unilateral 
field defect at the onset, progressed to complete 
loss of vision. Although other authorities have 
stated that early changes in the optic disc are us- 
ually not seen, the author was able to recognize 
definite though slight changes in 8 of to patients 
examined during the acute stage. These findings 
consisted of distention of the veins, blurring of the 
disc margins, and a general pink discoloration of 
the disc. Optic atrophy usually developed in 3 
to 5 weeks. 

Roentgenography was usually of little value in 
this group of patients since the fracture could not 
be seen to extend into the foramen or to involve the 
anterior clinoid process. Fractures in the walls of 
the orbit were seen. This finding is apparently 
quite variable since other authors have reported 
such fractures frequently. 

The pathologic process resulting in damage to 
the optic nerve chiasm is not constant. It is be- 
lieved that damage to the optic nerve is analogous 
to traumatic damage to the spinal cord, hence, the 
following types of lesions are suggested: 

1. Structural derangement of the orbital con- 
tents at the moment of impact. 

2. Actual involvement of the intraorbital por- 
tion of the nerve by fragments of the orbital roof. 

3. Fracture of the optic canal. 

4. Fracture of the anterior clinoid process. 

5. Traction or torsion of the optic nerve by dis- 
placement of the brain away from or toward the 
side of the lesion during a mass movement of the 
brain within the skull immediately following the 
impact. 
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The author believes that surgical intervention 
should be performed only in the cases with a pro- 
gressive deterioration of vision. It is not advisable 
in cases of primary total blindness. The operation 
consists of the removal of the orbital roof and un- 
capping of the optic canal, including the opening 
of the dural sheath, for a complete decompression. 

Double vision was due to involvement of the 
oculomotor nerve in 12 cases, the trochlear nerve 
in 2 cases, and the abducens nerve in 12 Cases. 
This was due to actual fractures or displacements 
of the walls of the orbit, and early surgery and re- 
alignment of the fragments are indicated. Often- 
times it may be necessary to have the co-operation 
of the faciomaxillary surgeon. Displacement of the 
globe is caused either by misplaced fragments of 
bone, development of orbital hematoma, orbital in- 
fection and abscesses, or actual herniation of the 
cerebral tissue through fracture lines into the orbit. 
In the cases due to depression of the margin of the 
orbit, early reduction of the deformity must be 
made. Jack I. Wootr, M.D. 


Extradural Hematomas. 
chir. scand., 1951, 102: 99. 


HaraAtp Bropin. Acta. 


The author reviews the various symptoms and 
signs of extradural hematomas and points out that 
the classic history of a so-called lucid interval fol- 
lowed by deepening unconsciousness, dilated pupil, 
and contralateral weakness is often absent in this 
condition. 

He reports 21 cases of patients with extradural 
hematoma; 14 were operated upon with 4 deaths, 
while 7 were not operated upon and all of them 
died. A lucid interval was reported to have oc- 
curred in 52.4 per cent of the group. 

It is extremely important to make the diagnosis 
early in view of the satisfactory results associated 
with proper operative measures. 

Cerebral angiography has been suggested as a 
possible diagnostic aid, but in view of the acute 
nature of the condition and the associated hazards 
of angiography, it is probably not a feasible pro- 
cedure. 

Exploratory trephine openings are recommended 
in cases in which extradural hematoma is suspected, 
although the diagnosis cannot be made with cer- 
tainty. Howarp A. Brown, M.D. 


Contribution to Diagnosis of Spheno-Occipital 
Chordomas (Contribution au diagnostic des chor- 
domes sphéno-occipitaux). D. Petit-Dutaillis, R. 
Messimy, H. Berpet, and BENHAIM. Sem. hép., Paris, 
IQ51, 27: 2663. 

Observations of 4 cases of spheno-occipital chordo- 
mas have convinced the authors that they can be 
diagnosed by combining clinical and roentgenologic 
findings. 
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The tumor should be suspected if a paralysis of the 
cranial nerves, either unilateral or more pronounced 
on one side (usually the left), shows alternating 
exacerbations and regressions, and is associated with 
the chiasmatic syndrome, namely, intracranial hy- 
pertension and unilateral or bilateral exophthalmos. 
A search should be made for extension of the tumor 
into the nasal fossae or sinuses, because a biopsy 
may offer the opportunity to confirm the diagnosis. 
The tumor may occur at any age but it is encoun- 
tered most frequently in adults. 

Roentgenologic signs are characteristic: deformity 
of the sella, linear, triangular, or quadrangular calci- 
fications, and an osseous ridge. Such images are 
more distinct in stereo pictures. Cysternography 
and tomography also are very valuable, while arteri- 
ography may demonstrate lateral displacement of 
the carotid artery. 

The differential diagnosis should consider cranio- 
pharyngioma, pituitary tumor, chondroma, and 
sarcoma. 

Complete removal of the tumor is usually impossi- 
ble. If the chordoma is extensive, radiotherapy, not 
surgery, is the method of choice. 

The presence of clusters of epitheloid and phy- 
saliphorous cells, and of mucus, glycogen, and fat 
allows the correct histologic diagnosis. 

K. Narat, M.D. 


Cystic Cerebellar Astrocytomas in the Child 
(Glioastrocitomas qu{sticos del cerebelo en el nifio). 
A. H. ScHROEDER, J. Mepoc, and A. M. SCHROEDER 
OTERO. An. Fac. med., Montev., 1951, 36: 77. 


Five cases of cystic cerebellar astrocytoma in 
children 8 to 15 years old are reported. The chil- 
dren were operated upon and recovered complete- 
ly, some for as long as 6 years postoperatively. All 
presented symptoms of increased intracranial pres- 
sure. 

Localizing signs included dysmetria in- 
tention tremor (4 cases), hypotonia (3 cases), 
adiadochokinesia (2 cases), nystagmus (2 cases), 
and disturbances of gait and static equilibrium (3 
cases). In 1 case there was difficulty in upward 
gazing and in 2 cases there were mental changes. 
None of these symptoms give a definite subten- 
torial localization and they can be seen in tumors 
of the third ventricle, pineal gland, or neighboring 
areas. 

Roentgenologically, the sole subtentorial local- 
izing sign was enlargement of the cerebellar fossa; 
in one case, unilateral enlargement revealed the 
site of the lesion. This can be best appreciated in 
anteroposterior views with the rays at a 45 degree 
angle to the film. Electroencephalography was of 
value only in 1 case. Arteriography through the 
carotids does not demonstrate subtentorial lesions 
and is difficult to perform through the vertebral 
arteries. Ventriculography was the most helpful 
procedure, as the third ventricle was visualized 
and a tumor in it excluded, while the posterior 
fossa tumor was demonstrated. 
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Differential diagnosis involves primarily medul- 
loblastomas, which occur in the same age groups 
but usually have a more rapid course and fewer 
localizing symptoms. They are found particularly 
in the vermis, growing toward the fourth ventricle; 
they are solid, have a weak capsule, through which 
their wine-red color can be observed, and bleed 
freely on extirpation. Cystic angioma is not clas- 
sified by the Spanish schools as an entity but re- 
garded as a vascular glioma. Other possibilities 
are cystic ependymomas, tuberculous and para- 
sitic cysts, advanced syringomyelia, and meningi- 
omas (rare in children). Congenital serous cysts 
are very rare and therefore this diagnosis should 
not be accepted when a cyst is found, and a more 
extensive search for the causative tumor should be 
made. Almost pathognomonic of tumors either in 
the vermis or in the hemispheres is the descent of 
the cerebellar tonsils on one side or bilaterally. 
This finding commits the surgeon not only to ex- 
ploration with the trochar but even to incision of 
the hemispheres or the vermis if the tumor is not 
found. Although cerebellar astrocytomas grow very 
slowly and mere aspiration greatly prolongs life, 
complete excision with some surrounding normal 
tissue is recommended. 

These cerebellar tumors are of a special type, 
the fibrous astrocytoma. They usually develop in 
the vermis, although they may form in one of the 
hemispheres. Their volume depends on the amount 
of liquid contained, but is always considerable by 
the time they come to surgery. Grossly, they ap- 
pear as tension cysts containing a yellowish, foamy 
fluid; even when solid they show microscopic cavi- 
ties. The fluid is rich in albumin and contains 
numerous macrophages. The active tumor may 
(1) appear primarily as a mural nodule inside of 
the cyst, which makes surgical excision easiest; (2) 
surround the cyst like a shell without any promi- 
nences, or (3) develop at the side of the cyst, 
which makes it impossible to outline it on open- 
ing the cyst. It is pink or gray but may be reddish 
if its blood supply is rich; usually its mass is small 
in comparison to the total mass of the cyst. Micro- 
scopically, glial fibers predominate in its paren- 
chyma; they are hypertrophied, swollen, and pre- 
sent most marked hyaline degeneration. Astro- 
cytes are rare; when seen they are always fibrous 
astrocytes, but they tend to degenerate as the 
tumor matures. Astroblasts are more abundant, 
and are especially of the bipolar type. Surrounding 
the tumor there are large telangiectatic vessels, 
and the proliferation of the adventitial veins may 
give rise to a capsulelike shell which allows easy 
enucleation. These cerebellar astrocytomas thus 
constitute a pathological entity; their appearance 
in children and their clinical course, as well as 
their pathological aspects, characterize them as 
neodysplasias or neoplastic changes appearing in 
congenital malformations of the cerebellum where 
such malformations are common. 

Jonas BRacuFELp, M.D. 
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The Transmission of Pain Impulses Via the Chorda 
Tympani Nerve. James B. CostEN, MARGARET H. 
CiarE, and GeorcE H. Bisuop. Ann. Otol. Rhinol., 
1951, 60: 591. 

In the case which prompted the following report, 
the chorda tympani remained intact after a radical 
mastoid operation, lying against the wall of the 
middle ear cavity and covered only by thin clear 
granulations. Upon mechanically or electrically 
stimulating this nerve the patient reported a variety 
of sensations, including sharp pain, referred to the 
anterior region of the tongue. In addition the fiber 
content of a number of human chorda tympgni 
nerves, from autopsy or operation, was examined ina 
search for histologic confirmation of the experimental 
findings. 

Controlled electrical stimulation of the intact 
chorda tympani of the human subject noted above 
clicited touch, pain, and taste sensations referred to 
the anterior two-thirds of the tongue. 

The typical chorda tympani of the human series 
(4 out of 5 nerves) contains fibers up to 12 to 14 » 
diameter, of the sizes carrying touch impulses in 
peripheral skin nerves, and fibers in the 6 to 4 u 
range which generally carry pain. Comparison of 
the posterior auricular branches (which are obviously 
skin nerves) with the chorda tympani strongly sug- 
gests that even in the 2 to 4 uw range, where taste 
fibers presumably fall, not all the fibers carry taste. 
This is the range size in which, in other skin nerves, 
temperature sense is represented. ‘ 

In general the authors believe that the chorda 
tympani appears to be a nerve of general somesthetic 
supply to the surface of the tongue, including the 
special fibers for taste within the size group usually 
characteristic of temperature sense. 

Ricuarp C. ScHNEIDER, M.D. 


SPINAL CORD AND ITS COVERINGS 


Myelography with Pantopaque. FRANK T. PADBERG. 
Q. Bull. Northwest. Univ. M. School, 19§1, 25: 320. 

Myelography was performed upon 98 patients. 
Ninety-five of these individuals were subsequently 
operated upon. In 88 patients a herniated nucleus 
pulposus was removed, in 2 a spinal cord tumor was 
excised, and in 5 others a vertebral tumor or osteo-. 
arthritis was discovered. The technique for mye- 
lography was described in detail. Pantopaque was 
usually introduced at the second lumbar interspace, 
and the needle withdrawn. At the end of the pro- 
cedure the contrast material was removed by a 
second lumbar puncture at the fifth lumbar inter- 
space. No attempt was made to aspirate the panto- 
paque for fear of irritating nerve roots and causing 
root pain. Instead, the pantopaque was pooled and 
permitted to run out by gravity, or the patient was 
instructed to strain, which usually caused the con- 
trast medium to flow out of the needle. 

There was no correlation between the extent of the 
filling defects seen at fluoroscopy or on the x-ray 
films and the size of the herniated nucleus pulposus 
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exposed at operation. Myelography was considered 
unnecessary for the localization of a cervical her- 
niated nucleus pulposus, because the radicular find- 
ings were regarded as more accurate than in the 
lumbar herniations. Ricwarp C. ScHNEWER, M.D. 


The Mechanism of Cervical Radicular Lesions Re- 
sulting from Friction or Forceful Traction. 
RAGNAR FRYKHOLM. Acta chir. scand., 1951, 102: 93. 


The author describes the effects of movements of 
the head, neck, and shoulders upon the cervical 
nerve roots. Certain radicular lesions which are 
not due to cervical disc herniations, though the clin- 
ical picture is similar, appear to be due to irritation 
of the nerve roots secondary to movement of the 
head, neck, and shoulders. 

Two groups are considered: first, patients without 
a history of trauma in whom the radicular symptoms 
are due to a constricting fibrotic process in the root. 
sleeves, so-called root sleeve fibrosis; secondly, pa- 
tients in whom radicular symptoms develop after 
injury to the shoulder or arm, but without evidence 
of a herniated intervertebral disc. 

Studies were made on 9 adult cadavers to deter- 
mine the movements of the nerve roots associated 
with movements of the neck and shoulder, demon- 
strating the increase in the size of the intervertebral 
foramen in flexion of the cervical spine and the de- 
crease associated with extension of the cervical spine, 
and at the same time demonstrating friction against 
the nerve roots, particularly in the region of the 
pedicle. Normal movement of the shoulder and arm 
does not appear to be of importance with regard to 
nerve motion and irritation. 

It was also demonstrated that periradicular fi- 
brosis is usually the result of a traction injury of the 
brachial plexus. Such injuries are produced by force- 
ful dislocation of the shoulder girdle in any direction 
except toward the midline. If the force is sufficiently 
strong to rupture not only the epineurial sheath but 
also the periradicular sheath, the strain will fall 
directly upon the nerve trunk. Its weakest point is 
the duroradicular junction. If rupture takes place, 
the root sleeves are torn off from the dural sac and 
the roots are avulsed from the cord. Such injuries 
probably occur more frequently than is generally 
realized. 

No therapeutic suggestions are made in this survey. 

Howarp A. Brown, M.D. 


Bullet Wounds of the Spinal Cord and Cauda 
Equina. M. J. Kinema. Arch. chir. Neerl., 1951, 3: 
238. 

The present article is based upon 27 cases of bullet 
wounds of the vertebral column associated with 
neurological complications. All patients were ad- 
mitted to a Neurological Unit of the Army Hospital, 
in Djakarta. Of the 27 patients, 12 were treated by 
surgical means and 15 were not operated upon. 

The criteria for operation were as follows: (1) nar- 
rowing of the vertebral canal by metal or bone frag- 
ments as seen in the x-ray picture; (2) narrowing of 
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the subarachnoid space, as shown by the reaction of 
Queckenstedt, or by myelography; (3) increasing 
neurological signs; (4) liquor leakage from the bullet 
wound. 

There were 5 cervical, 16 thoracic, and 6 lumbar 
injuries. It is of interest that all 5 of the patients 
with cervical injuries showed some improvement, 
whereas only half of those with thoracic wounds 
showed improvement. This, of course, may be ex- 
plained on the basis that patients with more serious 
cervical injuries did not survive to reach the hospital. 
The results obtained in the surgical and nonsurgical 
groups are quite similar. Of the 12 patients operated 
upon, 6 improved, 4 showed no improvement, and 2 
died. Of, the 15 patients who were not operated 
upon, 7 improved, 6 did not improve, and 2 died. 
The author’s belief is quite similar to that of some of 
the neurosurgeons in this country—that surgery 
provides only a modest contribution towards the 
recovery in these cases. Jack I. Wootr, M.D. 


Extrathecal Hemangiolipomas of the Spinal Canal. 
Taytor, B. J. Harries, and P. H. Scuurr. 
Brit. J. Surg., 1951, 39: 1. 


Two cases of extrathecal hemangiolipoma of the 
thoracic region of the spinal canal are reported. 
Both occurred in women who ultimately were ad- 
mitted to the hospital with paraplegias and with well 
defined sensory levels without sacral sparing. There 
was some disturbance of bladder function in both 
cases. Each patient had a waxing and waning course, 
one for 9 years and the other for 2 years before 
operation. Lumbar puncture in both cases showed 
a protein value of 80 mgm. per 100 ml. with a partial 
block on myelography, which was of some localizing 
value and indicated the possibility of an extra- 
medullary or extrathecal lesion. Roentgenograms 
showed widening of the interpeduncular space and 
erosion of pedicles upon the final admission for 
operation in the one case, but roentgenograms of 
the thoracic spine in the other case were normal. 
The initial provisional diagnosis in both instances 
was disseminated sclerosis. This diagnosis remained 
unchanged until the patients were admitted for 
surgery, since up to that time clinical findings, x-ray 
studies, and cerebrospinal fluid examinations had 
indicated nothing else. Each case showed marked 
neurological improvement postoperatively. 

Microscopically, both tumors were similar. There 
was a mesh of adipose tissue with many thin-walled 
vascular spaces having a single-walled endothelial 
lining. There was no evidence of thrombosis or 
hemosiderin indicating old hemorrhage which might 
account for the fluctuating clinical signs. 

The literature on spinal angiomas and lipomas is 
reviewed. A discussion is included as to whether 
the hemangiolipomas should be classified as tumors, 
as suggested by Cushing and Bailey, or should be 
called adipose hamartomas, i.e., congenital develop- 
mental anomalies. The authors present no argument 
for or against either classification. 

Ricwarp C. ScHNEIDER, M.D. 


Causes of Failure in the Operative Treatment of 
Intervertebral Disc Herniations (Les causes des 
échecs dans le traitement opératoire des hernies dis- 
cales). ANDRE SICARD. Presse méd., 1951, 59: 1323. 


The causes of failure following the operative treat- 
ment of 842 disc herniations are discussed. There 
were only 48 failures, and in all of these cases the 
patients were operated upon a second time. Not all 
of the patients had been operated upon originally by 
the author. An attempt was made to learn the spe- 
cific causes of failure in these 48 cases, although in 
another part of the article the author states that 4 
per cent of the patients operated on were in the same 
condition after operation as before. 

In 8 cases the disc herniation was not discovered. 
Failure in these particular instances was due to im- 
proper localization of the lumbosacral space or the 
space between the fourth and fifth vertebrae. In 
other cases, the operator failed to investigate the 
suspicious area either because of a bloody field or 
some other reason; in still others, the fault lay in 
operating without good exposure. A purely inter- 
laminar approach is not recommended. Part of the 
lamina above and the lamina below should be re- 
moved. Undiscovered multiple disc herniations as 
well as undiscovered bilateral herniations also led 
to lack of cure.. In some cases, insufficient removal of 
herniated material produced unsatisfactory results. 

Damage to the involved nerve root with tearing of 
the dura mater can cause a cicatrix leading to a pain- 
ful nerve root. In 5 such cases it was necessary to 
intervene and section the offending root. The use of 
lipiodol was occasionally followed by adhesive arach- 
noiditis. This occurred 3 times and could not be 
satisfactorily treated. Twenty-three patients re- 
quired spinal fusion for various reasons and this was 
done with interspinous wedge grafts and free bone. 

In general, it can be stated that an analysis has 
been made of 48 failures following operation on the 
intervertebral discs. Lipiodol is rarely used for diag- 
nosis, which prevents some of the complications pro- 
duced by this substance. Fusion is done primarily 
only in special cases. In the event that there is con- 
tinued pain after operation for intervertebral disc, 
the author recommends early reintervention. 

There is no bibliography. 

ADRIEN VER BRUGGHEN, M.D. 


PERIPHERAL NERVES 


Malignant Neurilemmomas of the Peripheral 
Nerves. Joun O. Vieta and GreorcE T. Pack. Am. 
J. Surg., 1951, 82: 416. 

Because of the confusion in terminology of tumors 
originating in the peripheral nerves it is believed that 
a simple classification denoting the origin and charac- 
teristics might clarify a varying nomenclature. The 
classification proposed, with synonymous terms, is: 
(1) benign encapsulated neurilemmoma (neurinoma, 
schwannoma, perineural fibroblastoma, peripheral 
glioma, neurilemmoma), (2) benign plexiform neuri- 
lemmoma (neurofibroma, plexiform neurofibroma, 
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SURGERY OF THE 


elephantiasis neuromatosa, elephantiasis neuroma- 
todes), and (3) malignant neurilemmoma (malignant 
schwannoma, malignant neurofibroma, neurosar- 
coma, neurogenic sarcoma, neurogenous sarcoma, 
fibrosarcoma of peripheral nerves). 

Histologic studies demonstrate that the neuro- 
ectodermal Schwann cells can form reticulin fibers 
in vitro. Since there is a similarity between this 
reticulin formed by the Schwann cell and the fibrils 
produced by fibroblasts, there is difficulty in sepa- 
rating malignant neurilemmomas from ordinary fibro- 
sarcomas. The neuroectoderm is multipotential and 
can give rise to various tissues usually considered 
mesodermal in origin. It is now believed that the 
neuroectodermal Schwann cell is the most active 
participant in the formation of the benign neuri- 
lemmoma,neurofibroma,and traumatic neuroma, and 
that the mesoderm participates only by providing 
blood vessels and supportive connective tissue. If 
a nerve is found in a tumor mass it does not indicate 
that the tumor arose from the nerve. However, if 
the nerve contains or is incorporated in a tumor and 
the histologic structure is that of a malignant neuri- 
lemmoma, it would appear to be proof of origin in 
nerve tissue. 

Ina group of 31 cases of malignant neurilemmomas 
it was found that 11 patients had stigmas of classic 
von Recklinghausen’s neurofibromatosis which had 
gross and microscopic evidence of nerve tissue origin. 
Females with von Recklinghausen’s disease more 
frequently develop malignant nerve tumors,,and 
these neoplasms occur at an earlier age than in 
males. Contrary to the customary belief, the authors 
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could not recall a single case in which excision of a 
benign nerve tumor was followed by recurrence of a 
malignant tumor. 

In spite of the fact that all of these tumors arose 
in the peripheral nerves, only 7 of the patients 
showed neurologic signs other than pain. The mean 
duration of the symptoms was 49 months before 
histologic diagnosis of a malignant tumor was made. 
Of the 31 patients, 7 were clinically cured for more 
than 5 years after their last treatment. Of 15 of the 
patients in whom the outcome was already shown, 
7 (46%) died of lung metastases. Although not 
seen as often as fibrosarcomas, these malignant nerve 
tumors more frequently result in death, recur locally, 
and, as a group, are more malignant than the fibro- 
sarcomas with which they are most frequently con- 
fused. The pathologic anatomy including the histo- 
aw of these neurilemmomas is described in 

etail. 

Twenty of the patients in this series had been 
treated or observed elsewhere prior to coming to the 
authors’ clinic. Fourteen of these had been treated 
surgically, and in all but 1 case the primary treatment 
proved to be inadequate. Nineteen of the series of 
31 patients had either radiation therapy alone or 
postoperative irradiation, and in only 2 did the 
tumors show an appreciable diminution in size. 
Radical excision at the first attempt at eradication 
is generally the only hope for cure. The eradication 
of these malignant neurilemmomas can be effected 
only by radical excision or amputation with generous 
sacrifice of the nerves from which they originate. 

RicHaArp.C. SCHNEDER, M.D. 


SURGERY OF THE THORAX 


CHEST WALL AND BREAST 


Thrombophlebitis and Periphlebitis of the Anterior 
Thoracic Wall (Thrombo-phlébites et périphlébites 
de la paroi thoracique antérieure). HENRI MONDOR 
and IvAN BERTRAND. Presse méd., 1951, 59: 1533- 


The existence of a venous trunk on the antero- 
lateral aspect of the chest wall is little known. 
Phlebitis of this trunk, which may follow a trauma, 
an operation, or an inflammatory process in the 
vicinity produces a filiform induration. 

Histologic studies in 10 cases showed that endo- 
vascular lesions may or may not be accompanied 
by periphlebitis. Lymphocytic reaction is usually 
absent. A complete vascular obliteration may be the 
sequel of periphlebitic processes, and ultimately a 
fibrous tract replaces the blood vessel. Proliferation 
of sympathetic fibers and the precollagenous aspect 
of the fibrous tract are characteristic features of this 
condition. Josepu K. Narat, M.D. 


Benign Tumors of Accessory Retroareolar Mam- 
mary Glands (Les tumeurs bénignes des glandes 
mammaires accessoires retro-aréalaires). P. Mov- 
LONGUET and ErjaAvEc. J. chir., Par., 1951, 67: 689. ° 


As a rule, there are several accessory retroareolar 
glands in each breast. The corresponding accessory 
ducts terminate in the skin of the areola or at the 
base of the nipple. The glands are situated under- 
neath the skin or, more frequently, below the areolar 
muscle, in contact with superficial layers of the 
mammary gland. Frequently the glands are under- 
developed and atrophic. 

In diagnosis they are sometimes mistaken for 
sudoriferous, sebaceous, or apocrine glands. 

The author observed 2 tumors of accessory mam- 
mary glands in women aged 27 and 55 years, re- 
spectively. In the first case there was a dilatation 
of the main galactophorous duct with traces of an 
old hemorrhage and cholesterin deposits. In the 
second case the tumor was intracanalicular, and of 
vegetating character. A third tumor, in a woman 
22 years of age, was of congenital origin. Its com- 
plex histologic structure suggested its origin in 
either sweat glands or sebaceous glands. 

Josepu K. Narat, M.D. 


Cancer of the Mammary Gland in Children: Obser- 
vation in a Child 11 Years of Age (CAncer de la 
mama in los nifios: una observacion de 11 afios de 
edad). N. Puente Duany and C. GArcIcA RAM{rREz. 
Arch. ct ban. cancer., 1951, 10: 36. 


The 11 year old girl whose case is reported had 
begun to suffer, 4 months previously, with what 
appeared to be an inflammatory process on the inner 
aspect of the upper third of the right leg. There was 
a palpable tumefaction, and the skin at this place 
was mildly reddened and warmer than normal; local 


pain was present. There was a subfebrile tempera- 
ture and the general condition was somewhat im- 
paired. The roentgenologic examination brought to 
light certain bone changes suggestive of osteomy- 
elitis; however, at operation an epithelioma was dis- 
covered. The histologic report was that of cancer 
composed of undifferentiated cells resembling, more 
or less, lymphocytes. Shortly thereafter a tumefac- 
tion was discovered in the right mammary gland 
and enlarged lymph glands appeared in the inguinal 
region of the right leg. Aspiration of these glands 
produced the same histologic picture as that de- 
scribed above. There now appeared an enlarged 
lymph gland in the right exilla and in the left in- 
guinal region, and the left leg became markedly 
swollen. The right leg had a hypertrophied appear- 
ance and there was an edema of the hypogastrium 
extending from the inguinal region in the direction of 
the pubis. 

Since the process was regarded as too far advanced 
to delay treatment long enough for a trial of its 
roentgen sensitivity, immediate recourse was had 
to the masculine hormone, oreton, in large doses. 
Under this hormone treatment associated with gen- 
eralized irradiation, the mammary and the axillary 
metastases were visibly reduced, and the edema be- 
came somewhat reduced after the patient had re- 
ceived 1,500 mgm. of oreton; however, roentgenologic 
examination uncovered involvement of the lymph 
glands of the pulmonary hilus, the edema of the legs 
again assumed progress, a dry cough appeared, and 
bloody sputum was coughed up at intervals. 

Mustard gas was not added to the treatment, but 
four doses of 5 mgm. each were administered on suc- 
ceeding days. A week later the right leg had as- 
sumed normal proportions and the swelling of the 
left leg was reduced about 50 per cent. The mam- 
mary lesion and the axillary metastases were re- 
duced by more than 50 per cent. 

The condition again became worse, and the course 
of mustard gas was repeated with remarkable re- 
sults as far as the reduction of the edema and the 
size of the neoplastic masses were concerned. The 
tumor of the breast disappeared almost completely 
and the axillary metastatic masses became very 
small in size. 

This remarkable improvement lasted for about a 
month, then the tumor masses began to enlarge 
again, the edema reappeared, the patient began to 
suffer intensely, dyspnea became marked, and the 
patient finally succumbed. The evolution of the 
disease from the time of the first appearance of 
symptoms until death of the patient was approxi- 
mately 9 months. 

At the authors’ institution (Instituto del Radium, 
Hospital Mercedes), malignant tumors in children 
comprise about 0.50 per cent of the total admissions. 

Joun W. BRENNAN, M.D. 
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SURGERY OF 


TRACHEA, LUNGS, AND PLEURA 


Tracheal Resection with Primary Anastomosis. 
EARLE B. Kay. Ann. Otol. Rhinol., 1951, 60: 864. 


The author has reviewed the literature on the sub- 
ject of tracheal resection, and it appears that con- 
siderable experimentation on tracheal and tracheo- 
bronchial reconstruction has been performed. Such 
procedures include: fascial transplants; the use of 
tubes of glass, stainless steel, vitallium, polythene, 
or lucite; tantalum gauze covered with fascia; ho- 
mogenous and autogenous tracheal grafts; pedicled 
skin grafts; and wire-enforced dermal grafts. Each of 
these procedures has its drawbacks and complica- 
tions. For the most part it seems that the greatest 
degree of success and the fewest complications have 
followed tracheal resection and primary anastomosis 
—without the use of tubes or grafts. The success of 
primary anastomosis seems to be dependent upon 
careful coaptation of the tracheal edges by individual 
suture technique. Complications result more often 
when the defect extends over several tracheal rings, 
although, experimentally at least, as much as one- 
fourth to one-third of the tracheal length can be 
resected with end-to-end anastomosis. As a tempo- 
rary expedient in advanced carcinoma, rigid tubes 
may provide an adequate airway when it is necessary 
to bridge longer defects than would be possible by 
primary anastomosis. Also, in cases in which part of 
the tracheobronchial wall can be retained to relieve 
tension, a closure with an inlay dermal graft rein- 
forced with wire might be used to effect a closure 
without constriction of the bronchial lumen. 

In the past 2 years, 5 of the author’s patients have 
had resections of portions of the trachea. One of 
these patients had a leiomyoma of the upper trachea 
which was causing an obstruction, and the other 4 
had secondary involvement of the distal trachea 
from carcinoma arising in the right main stem 
bronchus. 

The patient with the leiomyoma underwent resec- 
tion of the upper four tracheal rings and the posterior 
third of the cricoid cartilage. By mobilizing the dis- 
tal trachea in the superior mediastinum, a primary 
end-to-end anastomosis could be performed; inter- 
rupted silk sutures were used. A tracheotomy was 
performed distal to the anastomosis. The postopera- 
tive course of the patient proved uneventful, and 
she has remained asymptomatic. 

In 2 of the remaining cases the residual elliptical 
defect in the trachea and left main-stem bronchus 
following resection was small enough to allow trans- 
verse closure. In the other 2 cases the residual de- 
fect was so long that it was impossible to attain suf- 
ficient mobilization of the trachea and left bronchus 
to allow either complete division and reimplantation 
or transverse closure of the tracheobronchial open- 
ing. The defect was closed in a longitudinal direc- 
tion with some resulting narrowing of the left bron- 
chus, but not to such a degree that any significant 
stricture developed. Three of the last 4 patients are 
well, the longest survival thus far being 2 years. One 
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patient who had the most extensive carcinoma died 5 
months after operation. 
Jacos T. BRADSHER, Jr., M.D. 


The Repair of Tracheobronchial Defects with 
Nylon Amniotic Membrane Plaque (Plastie 
trachéo-bronchique par plaque nylon amnios). J. 
Dor, SPITALIER, OTTAVIOLI, and M. BoNNEAU. 
Presse méd., 1951, 59: 1389. 

The authors present experimental work for the 
repair of tracheobronchial defects with the use of a 
nylon amniotic membrane plaque. Human or bo- 
vine amniotic membrane preserved in alcohol was 
used in these experiments. The amniotic membrane 
was secured to one side of a nylon plaque in an 
effort to provide a mucous-membranelike structure 
to line the inner wall of the nylon plaque. This 
combined structure is then sutured securely to the 
wall of the trachea to provide an adequate closure 
of the defect. 

This procedure was carried out in 12 laboratory 
animals (dogs). The operation was completely suc- 
cessful in 8 instances; 4 deaths occurred in the series. 
The animals in which successful results were ob- 
tained were sacrificed at periods from 1 to 3 months 
after surgery. In all of the cases the amniotic mem- 
brane was securely adherent to the nylon plaque, 
and the sutures uniting the combined nylon-amniotic 
membrane plaque to the tracheal defect were intact 
and strong. No narrowing of the tracheal segment 
was observed. 

These experiments seem to indicate that nylon- 
amniotic plaques can be successfully utilized in the 
repair of tracheal defects. The cicatrization is quite 
intense. Scar tissue appears to grow between the 
interstices of the nylon fibers to provide strength for 
the segment. 

Re-epithelization of the segment begins as early 
as the fourth day following surgery and appears to 
be complete after 2 months. 

ORVILLE F. Grimes, M.D. 


The Clinical Physiology of the Human Bronchi. 
Doucrtas R. Morton, Kart P. Krassen, and 
GerorcE M. Curtis. Surgery, 1951, 30: 800. 


The authors present a review of the pertinent 
literature pertaining to the nerve supply oi the 
lungs and the tracheobronchial tree. Unilateral 
vagus nerve section immediately below the recur- 
rent laryngeal nerve but above the pulmonary 
plexus in patients with inoperable bronchogenic 
carcinoma usually abolished pain of bronchial ori- 
gin on the homolateral side. 

Subsequent to unilateral vagus section in 3 pa- 
tients, electrical stimulation of the homolateral 
main bronchus caused referred pain to the contra- 
lateral anterior cervical region. 

Such data suggest that the afferent fibers which 
transmit pain from the trachobronchial tree are 
carried by the homolateral vagus nerve. The three 
instances in which pain was referred to the contra- 
lateral anterior cervical region support the theory 
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that the afferent fibers to the tracheobronchial 
tree may be derived in part from the contralateral 
vagus nerve. ORVILLE F. Griwes, M.D. 


Cardiorespiratory Studies in Preoperative and 
Postoperative Funnel Chest (Pectus Excava- 
tum). A. LincoLn Brown and Orrin Cook. Dis. 
Chest, 1951, 20: 378. 

Until recently many of the indications for oper- 
ative interference in pectus excavatum, as well as 
the possible benefits attained thereby, were judged 
primarily by the physician’s clinical acumen and the 
statement of the patient. Neither of these judg- 
ments is believed to be statistically accurate. 
Therefore, 2 years ago, the authors began to study 
their patients from a cardiorespiratory standpoint, 
both preoperatively and postoperatively. 

The material upon which this report is based 
consists of 44 patients with definite funnel chest, 
most of whom were treated surgically. Twelve of 
these patients were infants. 

Cardiorespiratory studies upon infants proved to 
be impractical. The complaints for which the in- 
fants were observed were visible deformity, failure 
to gain weight, and frequent colds. Except for two 
instances of axis deviation in the electrocardio- 
graph, no positive findings were observed among 
those patients under 2 years of age. Clinically the 
authors have reached the conclusion that a simple 
surgical correction is completely satisfactory if per- 
formed before the sternum becomes fixed in the re- 
tracted position, approximately at a biologic age 
of 18 to 24 months; thereafter, the adult major 
type of operation must be employed. There seems 
to be no way of knowing which cases observed in 
infancy will progress to fully developed pectus ex- 
cavatum, with its accompanying cardiorespiratory 
disabilities in later life. Simple operative interfer- 
ence is thus strongly advised whenever the deep 
rhythmic inspiratory retraction of the distal por- 
tion of the sternum and lower anterior thoracic 
cage persists beyond the eighteenth month of life. 

The deformity of the thoracic cage observed in 
funnel chest is considered to be the result of neuro- 
muscular imbalance whereby the anteroposterior 
fibers of the diaphragm are overstimulated. The 
chest and particularly the lower segments of the 
sternum are retracted on inspiration. The manu- 
brium, xiphoid, and contiguous cartilages and ribs 
become fixed in a retracted position when the phe- 
nomenon persists beyond early infancy. The ex- 
tent of the adverse pathologic effect of this un- 
usual physiologic state depends upon the concerted 
action of the following individually variable factors: 
(1) the position assumed by the heart, (2) the total 
decrease in the anteroposterior diameter of the 
chest, (3) the degree and shape of depression of 
sternal segments, and (4) age of the patient. 

The heart may assume any position in the tho- 
racic cage but it is observed most frequently in 
the left hemithorax. The displacement of the 
heart from its normal position may be accompanied 


by some rotation, as has been confirmed by the 
frequent presence of right axis deviations on the 
electrocardiograph. Cardiac symptoms existed in 
a majority of the adults regardless of the position 
of the heart, but when the heart was fixed under 
the sternum the patients presented predominantly 
cardiac symptoms, and the likelihood of adverse 
alteration of cardiac function was increased. 

Shortening of the diaphragm in the anteropos- 
terior diameter results in a decrease in the capacity 
of the thoracic cage, and the normal elevation of 
the ribs on inspiration is impeded or obliterated. 
The patients are unable to clear the tracheo- 
bronchial tree efficiently of retained secretions and 
the susceptibility to respiratory infections is in- 
creased. Seventy-five per cent of infants and adults 
exhibited this symptom. 

The depression of the sternum commonly starts 
at the junction of the gladiolus and the manubrium 
and continues to its greatest depth at a constant 
slope to the xiphoid. The separation between the 
anterior bodies of the vertebrae and the xiphoid 
may be as little as 2 cm. The most severe respira- 
tory, and particularly cardiac, symptoms were not- 
ed in those adults whose heart was fixed near the 
midline and severely impinged upon by a marked 
depression of the sternum. 

The patients observed varied in age from 9 
months to 40 years. The majority of all groups 
exhibited respiratory symptoms of some kind. It 
was in the second decade that cardiac symptoms 
and psychological problems arose, and the cardiac 
symptoms became more pronounced as the pa- 
tient’s age increased. Most patients are benefited 
by operation, but this benefit appears to be due 
mainly to the improvement in the associated re- 
spiratory symptoms. Cardiac symptoms seem to be 
little influenced by surgery. 

In the cardiorespiratory studies, only two tests 
were found to be of value: the maximum breathing 
capacity and the electrocardiograph. Preoperative 
determination of the maximum breathing capacity 
in 11 cases showed it to be diminished 50 per cent 
or more in g instances. It was beneficially in- 
creased an average of 31 per cent by operative 
interference. In 2 cases in which operation was 
delayed, repeated examinations showed a gradual 
decrease in maximal breathing capacity. Preoper- 
ative and postoperative comparisons were made in 
persons with a fully developed pectus excavatum 
deformity. Records show that some of these pa- 
tients obtained immediate postoperative improve- 
ment which was only partially maintained, tend- 
ing to become somewhat reduced particularly after 
about 3 weeks, although never diminishing to the 
preoperative level. 

There was no type of electrocardiographic pat- 
tern uniformly present or attributable to pectus 
excavatum. Of 16 cases studied preoperatively, 9 
showed abnormal electrocardiograms, only 3 of 
which could not be attributed to other complicat- 
ing factors. Comparative preoperative and post- 
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operative records of 11 patients showed postoper- 
ative changes in 3 instances, which might be con- 
sidered as demonstrating improvement resulting 
from operation. 

A diminished maximum breathing capacity or 
an abnormal electrocardiogram, or both, may be 
obtained in a patient who is not yet aware of any 
cardiorespiratory symptoms. 

The authors have considered a plan of perform- 
ing cardiac catheterization studies in selected cases 
to establish a better knowledge of the underlying 
disturbed physiology brought about by the pectus 
excavatum deformity. It does not appear that 
studies of this type will be necessary in the ma- 
jority of instances to establish the advisability of 
operation. Jacos T. BrapsHeER, Jr., M.D. 


Lobectomy and Pneumonectomy in Tuberculosis. 
J. SwieRENGA. Arch. chir., Neerl., 1951, 3: 179. 


The following affections are considered to be indi- 
cations for resection: 

Tuberculoma. An attempt, however, should first 
be made to obtain improvement or cure by rest. This 
is impossible in cases of true tuberculoma. The ob- 
servation period should be adequate for the estab- 
lishment of the diagnosis. So-called daughter tuber- 
culomas may occur, causing a multiple appearance 
in the roentgenogram. In most cases the condition 
remains stationary for a long period. Regression is 
observed only rarely and its occurrence makes the 
diagnosis doubtful. Usually, the patient’s general 
condition is excellent. Only a few signs of activity 
may be present. If there is no bronchial communica- 
tion with the small cavity, which is usually a part 
of the tuberculoma, the sputum may be negative. 
The bronchial communication suggests the possibil- 
ity of bronchogenic dissemination. The criterion is 
whether or not rest in bed and chemotherapy result 
in healing. If not, operation is definitely indicated. 

Advanced irreversible bronchial stenosis. This may 
be a sequel of ulcerative tuberculous bronchitis or 
the rupture of a tuberculous gland. Two forms of 
stenosis may occur in true tuberculous bronchitis: 

1. Tuberculous bronchitis associated with ad- 
vanced cavernous tuberculosis. In this condition 
the clinical symptoms are dyspnea, wheezing, and 
inflammation behind the occlusion. Transient atel- 
ectasis may occur as a sequel. 

2. The process in cases of so-called “bronchite 

tuberculeuse primitive” and in rupture of the glands 
is entirely different. It is usually localized to the 
main bronchus. The extent of the inflammatory 
signs depends upon the permeability of the affected 
bronchus, and obstructive pneumonitis occurs. Ex- 
tensive bronchiectasis may finally occur. 
_ Tuberculous bronchiectasis causing hemoptysis. This 
is often seen after spontaneous healing of a process, 
with or without cavitation, in which diffuse fibrosis 
has developed. The cause of the often fatal hemop- 
tysis which occurs in such cases is unknown. 

Certain cases in which collapse therapy is unsuccess- 
ful. In most of these cases the indication for the 


THE THORAX 331 


collapse treatment was doubtful. In some, the spu- 
tum remained positive; in others the cavity did not 
collapse, or a new cavity developed in the collapsed 
lung. It has been found that in a number of these 
cases thoracoplasty failed. Resection should be con- 
sidered primarily in these cases, especially when ex- 
tensive bronchial deformities, constriction or dis- 
tention, are found associated with residual cavities. 

Destroyed lung. Such a lung is decreased in size, 
and shows a mixed cavernous bronchiectatic process 
associated with extensive fibrosis and caseation. The 
lung is literally destroyed both anatomically and 
functionally. The general condition of the patient 
is satisfactory. Mild contralateral changes may be 
present. The introduction of PAS made possible the 
creation of a transient stage of diminished activity. 
The condition of the ‘‘healthy” lung as well as the 
results of lung function tests are of paramount im- 
portance when surgical intervention is considered. 

Cavernous tuberculosis in which other therapeutic 
measures are impracticable. Those cavities in which 
collapse therapy has no effect are especially consid- 
ered. Strict bed rest is essential. In cases of cavita- 
tion in the dorsal part of the lower lobe, in which 
collapse has been ineffective, subtotal extrapleural 
pneumothorax or thoracoplasty or phrenic avulsion 
should first be tried. Cavernostomy should also be 
considered. The advisability of lobectomy, espe- 
cially in cases with thick-walled cavities and bron- 
chial stenosis, should be carefully considered. Valve 
cavities and giant cavities are also treated by lo- 
bectomy. 

Tuberculous bronchiectasis with +ositive sputum. 
In this group no pulmonary infiltration is observed. 
The sputum cannot be made negative. 

Tuberculous empyema and bronchial fistula asso- 
ciated with pulmonary disease. 

Certain cases of primary infection. Large primary 
foci may occur which do not decrease during treat- 
ment and show hardly any calcification over long 
periods. The sputum is usually positive. In these 
long-standing cases, in which dissemination is always 
possible, resection should be considered. 

Active tuberculosis associated with a nontuberculous 
process. 

In all cases in which the clinical and x-ray picture 
point to the advisability of resection, heart and lung 
function tests should be carried out. The pulmonary 
arterial pressure may also be a determining factor 
when resection is considered. Since operative risks 
have been considerably reduced by careful preopera- 
tive and postoperative treatment, anesthesia, and 
chemotherapy, emphasis has been placed on the 
function of the remaining lobe or lung. In lobec- 
tomy, rapid complete expansion of the remaining 
part of the lung and prevention of empyema and 
fibrinous thickening of the pleura are important. 

One hundred and forty-eight patients were treated 
and discharged after having undergone some form 
of resection. Five of the patients received no pre- 
operative or postoperative chemotherapy; 4 of these 
died soon after operation, as a result of empyema 
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and bronchial fistula. Five of the other 143 patients 
died, 2 from intrathoracic hemorrhage, 2 from cor 
pulmonale, and 1 from the anesthesia. 

SAMUEL Kaun, M.D. 


The Combination of Intrapleural and Extrapleural 
Pneumothorax (Die Kombination des intra- und 
extrapleuralen Pneumothorax). R. Hoppe. Chiri rg, 
IQ5I, 22: 392. 

In cases of unilateral tuberculosis with unsatis- 
factory basal pneumothorax, the author stresses the 
method of combined intrapleural and extrapleural 
pneumothorax. 

Operative extrapleural dissection of the upper 
lobes gives ideal collapse of these lobes with a chance 
for the tuberculous process to heal. The existing 
intrapleural pneumothorax remains for the basal 
parts of the lung. Filling of these combined pneu- 
mothoraces is carried out as usual. 

The postoperative secretion stopped in 18 of 30 
cases after 4 weeks under treatment with antibiotics. 
In 17 cases the sputum was negative immediately 
after the operation; it was still positive in only 3 
patients after a period of 1 year. 

GERTRUDE J. VAN Eck, M.D. 


Simultaneous Decortication and Resection in Un- 
successful Pneumothorax. ARNOLD O. RILEY 


and Victor H. Kaunitz. J. Thorac. Surg., 1951, 22: 
341. 

The problem of unexpandable lung after pneumo- 

thorax and its complication, tuberculous empyema, 


is a serious one. Review of the literature reveals that 
50 to 70 per cent of all pneumothoraces develop fluid 
at some time. Furthermore, following pneumonoly- 
sis, about 50 per cent of the patients develop more 
or less persistent fluid. The irritating effect of this 
fluid results in the development of a fibrous mem- 
brane on the visceral and parietal pleuras which 
sometimes prevents re-expansion of the lung when 
pneumothorax treatment is discontinued. The inci- 
dence of unexpandable pneumothorax has been 
quoted as 5 to ro per cent. 

Accepting the philosophy of Robin that all pleural 
effusions in tuberculous patients have a tuberculous 
etiology and that adequate search will reveal organ- 
isms, it is not surprising that 15 to 20 per cent of such 
effusions develop finally into empyema. Similarly, 
following pneumonolysis, about 6 per cent of the 
cases go on to tuberculous empyema. This tuber- 
culous empyema membrane likewise prevents re- 
expansion of the lung and results in marked impair- 
ment of function of the diaphragm and chest wall. 
A further serious complication of empyema is the 
development of bronchopleural fistula which, due to 
the aspiration of empyema fluid, often leads to con- 
tralateral spread and ultimate fatality. 

Following discontinuance of pneumothorax, the 
lung frequently does not re-expand appreciably in 
these complicated cases. The pleural space, and 
rarely the empyema space, may be obliterated, but 
this is accomplished more by the shift of the medias- 
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tinum, elevation of the diaphragm, and flattening of 
the chest wall than by lung re-expansion per se. The 
disadvantages of such a mechanical situation are well 
known. They are overdistention of the contralateral 
lung with associated danger of reactivation, dyspha- 
gia due to retraction of the esophagus, deformities 
of the thorax, and, last but not least, limitation of 
respiratory function. Therefore, the mere oblitera- 
poe of pneumothorax space is not always the desired 
end. 

Decortication as the modern concept of the treat- 
ment of unexpandable lung with its complications 
has evolved from the contributions of various sur- 
geons in the past. Great impetus was given by the 
experience of surgeons in World War II with chronic 
clotted and infected hemothorax. The principles of 
decortication were then applied to other forms of 
chronic unexpandable lung such as chronic non- 
tuberculous spontaneous pneumothorax and pyo- 
genic empyema. These rapid strides in development 
were aided by improvements in technique, anes- 
thesia, blood replacement, and antibiotics. With the 
establishment of the value of decortication in non- 
tuberculous conditions on a firm basis, it was but a 
short step to apply the same principles to the unex- 
pendable tuberculous lung. 

The mere demonstration of the presence of an 
unexpandable lung in the candidates for decortica- 
tion is not a sufficient criterion for surgery. A 
thorough understanding of the natural history of 
pulmonary tuberculosis and a knowledge of the ex- 
tent and activity of the existing disease are necessary 
as well as surgical skill. The finding of a positive 
sputum, even on culture only, becomes significant 
in planning the surgical problem. The source of the 
bacilli should be determined if possible and then 
thoracoplasty, resection, or both should be done in 
conjunction with decortication. Thus, in the total 
group of cases presented for decortication the paren- 
chymal status must be evaluated. For the cases 
with moderate prepneumothorax disease, complete 
re-expansion by simple decortication is desirable 
and adequate. In that group with more advanced 
parenchymal involvement permanent collapse of the 
diseased area is required. This is accomplished by 
preliminary tailoring thoracoplasty and then decor- 
tication of uninvolved lung. Finally, those patients 
unsuccessfully treated by pneumothorax, with per- 
sistent active disease and positive sputum, require 
resection and simultaneous decortication. When 
more than segmental resection is done, preliminary 
tailoring thoracoplasty is also indicated to prevent 
overdistention of remaining lung tissue and to insure 
obliteration of the pleural space. 

The problem of the unexpandable lung after thera- 
peutic pneumothorax and its complications are dis- 
cussed. The indications for decortication are dis- 
cussed in detail. A reclassification of indications 
based on the status of the underlying lung as well as 
the pleural pathology is presented, and concepts of 
treatment based on these indications are discussed. 
These include combinations of decortication, thora- 


SURGERY OF 


coplasty, and pulmonary resection. A series of 14 
cases is reviewed. Joun E. Krrxpatrick, M.D. 


Subscapular Paraffin Pack as a Supplement to 
Thoracoplasty in the Treatment of Pulmonary 
Tuberculosis. W. E. Apams, Witt1am M. LEEs, 
and James M. Fritz. J. Thorac. Surg., 1951, 22: 
375. 


The modern type of paravertebral thoracoplasty 
is discussed as the operation of choice in the majority 
of patients with pulmonary tuberculosis requiring 
surgical therapy, and the use of a subscapular 
paraffin pack is recommended to improve further the 
results of the conventional type of thoracoplasty. 

The authors present a series of 65 patients so 
treated with subscapular paraffin plombage. The 
technique is discussed in detail and the authors con- 
clude that the advantages over the conventional 
thoracoplasty include: (1) better and more selective 
collapse; (2) reduction of expense and lower mor- 
bidity, (3) less reduction in pulmonary reserve, and 
(4) lack ‘of postoperative deformity. 

Foster Montcomery, M.D. 


Angiopneumocardiography of Lung Abscess (L’an- 
-  giopneumocardiografia nell’ascesso polmonare). E. 
FAsANno and O. Gasparri. Minerva med., Tor., 1951, 

42: 619. 

Angiopneumocardiography may be considered a 
functional exploration of the pathologic processes 
of the lungs. This method proved its value in 13 
patients with lung abscesses. It may be considered 
innocuous if a stable aqueous iodine preparation is 
used. The author uses the brachial vein for in- 
jections in preference to the jugular, basilic, or 
the cephalic vein. Views are taken in the dorsoven- 
tral direction 3,5,7, and 9 minutes after the injection. 
The pulmonary capillaries cannot be studied, but 
ramifications of the arteries of the third order are 
clearly visualized. 

The study of arterial vascularization by this 
method allows differentiation of tuberculous and 
nonspecific inflammatory processes because the 
latter are distinguished by a profound alteration of 
the vascular tree, while specific exudative conditions 
of short duration do not provoke any changes recog- 
nizable in the angiograms. In chronic abscesses, 
modifications of the vascular system are related to 
sclerotic transformations of the pulmonary paren- 
chyma. Josern K. Narat, M.D. 


Diagnosis and Treatment of Pulmonary Cysts. 
L. D. EERtAND. Arch. chir., Neerl., 1951, 3: 203. 


The differentiation between acquired and con- 
genital cysts is quite difficult, even on histological 
examination. Acquired bronchial dilatation or cyst 
formation which develops in the course of an indi- 
vidual’s life may result from a congenital anomaly of 
the bronchial wall. Apart from cartilaginous and 
connective and muscle tissue changes, the anomaly 
may be due to a deficiency of the innervation of the 
bronchial wall. 


THE THORAX 333 


Since bullous emphysema gives the x-ray appear- 
ance of a cyst, it too should be considered. A bulla is 
a localized vesicular emphysema in the pulmonary 
substance. The pleura is intact. A bleb is an inter- 
stitial pleural emphysema and causes thin-walled 
eruptions on the lung surface. A giant bulla occupy- 
ing the larger part of a lobe or lung is sometimes 
called a pneumatocele, a pneumocyst, or a balloon 
cyst. Bullous emphysema is often found in lungs af- 
fected by tuberculosis, asthma, bronchogenic car- 
cinoma, or chronic pneumonitis. Bullae not associ- 
ated with increased intrathoracic pressure are some- 
times found incidentally. When large, they may be 
confused with spontaneous pneumothorax. Progres- 
= affections of this nature are known as “ vanishing 
ung. 

The morphologic picture of pulmonary cysts is 
highly variable. These cysts are multiple or solitary, 
unilateral or bilateral; they may or may not com- 
municate with the bronchial tree, are filled with air 
or fluid, or both, are present at birth or develop in 
later life. 

An estimation of the incidence of congenital cysts 
is difficult because the patient may remain symptom- 
free for years. The histologic findings may some- 
times be of aid in establishing the diagnosis. There 
are 4 main theories concerning the etiology of cysts: 

Embryological malformation. Agenesis of the ter- 
minal units of respiration or congenitally deformed 
lymph spaces may be a cause of cystic dilatation. 

New growth—hyperplasia. One or more pulmonary 
tissues are presumed to be hyperplastic. 

Bronchial occlusion and inflammation. Constric- 
tion of bronchioli may cause congenital as well as 
acquired cysts. In congenital cysts, an accumulation 
of fluid distal to the stenosis gives rise to cyst forma- 
tion before or after birth. 

Obstruction. The significance of mechanical factors 
has often been emphasized. 

The possibility of the presence of a pulmonary cyst 
with complications is suggested by cough, dyspnea, 
and cyanosis from birth, with or without acute in- 
flammation of the respiratory tract, and expectora- 
tion of mucous or purulent sputum. The develop- 
ment of a balloon cyst is associated with dyspnea and 
the occurrence or aggravation of cyanosis. Cystic 
rupture may cause tension pneumothorax. Atelec- 
tasis of the adjacent lung tissue occurs. Secondary 
bronchiectasis may result. The syndrome most typi- 
cal of pulmonary cyst in younger individuals con- 
sists of the occurrence of paroxysmal attacks of 
dyspnea and cyanosis, with all the symptoms of a 
balloon cyst or a tension pneumothorax. 

The diagnosis is not difficult if the possibility of 
cysts is kept in mind. Roentgenograms are an in- 
dispensable aid in the diagnosis. Bronchoscopy and 
bronchography may be necessary. Thoracotomy is 
justified in doubtful cases in which radical measures 
are warranted by the complaints. 

The combination of pulmonary cysts and cyst 
formation in other organs (pancreas, liver, kidney) 
occurs. The earliest possible diagnosis should be 
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sought. Since infection is inevitable in cysts of the 
lung, early prophylactic operation is necessary. 

The author reports 20 cases, in 14 of which surgi- 
cal treatment by extirpation of the cysts, lobectomy, 
segmental resection, or pneumonectomy was suc- 
cessful. SaMvuEL Kann, M.D. 


The Etiology and Prevention of Cancer of the Lungs 
(Zur Aetiologie and Verhuetung des Lungenkrebses). 
Ernst L. WynpvEr. Deut. med. Wschr., 1951, 76: 
1498. 

A critical review by the author and Evarts A. 
Graham of the histories of 803 men and 47 women 
with cancer of the lungs has created the impression 
that smoking, especially that of cigarettes, is respon- 
sible for the constant rise of incidence of this condi- 
tion. This hypothesis is based on 5 observations: 
(1) the curve indicating the consumption of ciga- 
rettes runs nearly parallel to that of the increase of 
frequency of pulmonary carcinoma, (2) squamous 
cell or anaplastic carcinoma of the lungs is exceed- 
ingly rare in a male nonsmoker, (3) the prospect of 
developing a cancer rises with the quantity of to- 
bacco consumed, (4) the male sex is affected much 
more frequently than the female sex, probably be- 
cause relatively few women have smoked 20 years 
or more. Ninety per cent of the patients with pul- 
monary cancer have smoked 20 years or longer, and 
(5) epithelium very seldom forms a malignant 
tumor without chronic irritation. 

Smoking of cigarettes appears especially harmful 
because cigarette smokers inhale much more fre- 
quently than smokers who use cigars or pipes. 

Abuse of tobacco is only one of the factors im- 
portant in the genesis of cancer, the other being a 
predisposition. Joseru K. Narat, M.D. 


Some Important Viewpoints for the Early Diagno- 
sis of Bronchial Carcinoma in General Practice 
(Einige dringliche Gesichtspunkte fuer die Frueh- 
diagnose des Bronchialkarzinoms in der aerztlichen 
Praxis). E.HAEHNER, R. MUELLER, and A. SCHMUTTE. 
Deut. med. Wschr., 1951, 76: 1357. 


Bronchial carcinoma has become much more fre- 
quent during the last few decades. According to 
German statistics, the incidence as compared to all 
carcinomas has increased from 3.61 per cent in 1920 
to 26.23 per cent in 1948. 

The authors emphasize the importance of early 
diagnosis and discuss the symptoms which should 
raise the suspicion of malignancy, especially chronic 
cough, hemorrhage, chest pain, and “unmotivated” 
sputum. From 70 to 80 per cent of all bronchial 
carcinomas are admitted to the hospital at a stage 
too late for successful surgery. This is the more 
regrettable as, with modern surgical techniques, the 
prognosis of permanent cure by radical operation is 
steadily improving and the postoperative mortality 
has dropped from 40 per cent in 1940 to ro per cent 
in 1950. 

It is incumbent on the general practitioner to 
think of the possibility of bronchial carcinoma in all 


cases of chronic cough, especially in men at the age 
period between 45 and 60 years. Of a series of 168 
patients with bronchial carcinoma seen by the 
authors at the University Hospital in Cologne, 
Germany, only 52 were referred under the correct 
diagnosis of suspected tumor, the rest with various 
erroneous diagnoses; this shows that the referring 
physicians did not keep the possibility of lung 
tumor sufficiently in mind. 

It should be noted that frequently the correct 
diagnosis is easier to establish in the early or middle 
stages than in a late stage when secondary gangren- 
ous foci, atelectases, bronchopneumonia, or effusions 
blur the picture and make it impossible to detect 
the primary lesion. 

As not every patient with chronic cough can and 
should be subjected to the cumbersome diagnostic 
methods such as tomography, bronchoscopy, and 
bronchography, careful clinical examination at the 
doctor’s office is most important to select the indi- 
viduals with tumors. The authors enumerate the 
clinical symptoms which should raise the suspicion 
of the practitioner and attribute special importance 
to careful auscultation. 

Bronchography and bronchoscopy are valuable 
procedures in cases in which the diagnosis cannot 
be established otherwise. However, they are a strain 
on the patient to which he should not be subjected 
repeatedly, and they are not without risk. 

Other diagnostic methods which can be repeated 
indefinitely and which give valuable information 
include tomography, the air-trapping phenomenon, 
the stenosis coefficient according to Gaenssler, and 
the hydrogen-mixing test. Especially the air-trap- 
ping phenomenon is a definitely early sign; it may 
become negative again when, at a later stage, the 
air passage becomes free again because of disinte- 
gration of the occluding tumor. 

WERNER M. Sotmitz, M.D. 


Function Tests in Pulmonary Surgery. G. Brrata 
and C. Craroorp. J. Thorac. Surg., 1951, 22: 414. 


Evaluation of pulmonary function by analysis is 
allowing the authors to perform major pulmonary 
operations on a yearly increasing number of patients. 
The tests of function used fall into two principal 
categories: (1) exercise tests which include all the 
participating factors, and (2) tests made in an at- 
tempt to evaluate the elementary functions. 

Most forms of pulmonary dyspnea have their ori- 
gin in well defined pathologic changes in one or more 
of the following physiological entities: (1) ventilation 
system, including the air passages and the move- 
ments of the diaphragm and chest wall, (2) pul- 
monary parenchyma, including both quantitative 
and qualitative changes in the respiratory membrane 
of the alveoli, and (3) pulmonary circulation. 

The causes of pulmonary dyspnea are grouped as 
follows: 

1. Ventilation insufficiency, which may be pro- 
duced by obstruction of any kind in the air passages; 
e.g., tuberculous strictures, tumors, enlarged bronch- 
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ial glands, or by impairment of the costal and dia- 
phragmatic mobility. Overlapping from this group 
into the next is the enlargement of respiratory dead 
space by bronchiectasis, or pulmonary emphysema. 

2. Parenchymatous insufficiency, which occurs 
when the size of the functioning area has been 
reduced: (a) quantitatively, by disease, collapse 
procedures, or extirpation of lung tissue, and (b) 
qualitatively, by impaired diffusion of gases through 
the alveolar membrane due to toxic agents or stasis. 

3. Insufficiency of the pulmonary circulation, 
which may be brought about by (a) persistent circu- 
lation through unventilated parts of the lung so that 
unoxygenated blood is mixed with arterial blood, 
(b) arteriovenous aneurysm (shunt), or obstruction 
of the pulmonary artery by emboli or obliterative 
arteritis. 

The tests employed by the authors include (1) 
fluoroscopic and roentgenologic examination of the 
costal and diaphragmatic movements with registra- 
tion of diaphragmatic excursions by exposing each 
limit on alternate areas of a film using a shifting grid; 
(2) spirometric investigation including the total lung 
volume, its subdivisions, and the maximal ventila- 
tion capacity; (3) bronchospirometry when indicated 
by significant impairment of the total lung function, 
and (4) catheterization of the pulmonary artery in 
certain cases to determine pressure at rest and during 
exercise. Foster Montcomery, M.D. 


Actual Treatment of Chronic Suppurative Pleurisy 
(Le traitement actuel des pleurésies purulentes 
chroniques). H. Metras, M. WaRNErRY, M. GRE- 
corrRE, A. Goupit, and J. CoRoLLEuR. Presse méd., 
1951, 59: 1554- 

Decortication, which was introduced in 1892 by 
Delorme and had fallen into oblivion, was revived 
during the last war for the treatment of infected 
hemothorax. The length of the procedure and heavy 
blood losses prevented the operation from becoming 
popular. However, modern anesthesia and anti- 
biotics have revived interest in this operation. 

The authors use a modification of the original 
procedure for the treatment of chronic suppurative 
effusions. The entire pleural sac on the involved 
side is removed, with special attention to severing 
adhesions between the lung and mediastinum. 

The operation is contraindicated in the presence 
of an acute or subacute infection of specific or non- 
specific origin. The line of cleavage is easy to find 
if pyothorax followed therapeutic pneumothorax. 
On the other hand, this line may be difficult to 
establish in a patient with a spontaneous exudative 
pleurisy. Bronchial stenosis indicates pleuropneu- 
monectomy instead of decortication. Oxymetric, 
bronchospirometric, bronchoscopic, and broncho- 
graphic studies and roentgenograms of the chest 
should be made before the operation. 

If a tuberculous lesion is present, decortication 
may be supplemented by thoracoplasty of the upper 
lobe. If a nonspecific pyothorax is caused by a lung 
abscess, lobectomy may be added to decortication. 
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Bilateral tuberculous lesions in the stage of evolu- 
tion contraindicate the operation. If after thora- 
coplasty the osseous regeneration is satisfactory and 
no fistulous tracts are present, decortication may 
be attempted. 

Of 14 patients with nontuberculous purulent 
pleurisy, 13 recovered, and of 36 patients with 
specific pyothorax, 1 patient succumbed to the 
operation. Joseru K. Narat, M.D. 


HEART AND PERICARDIUM 


ental Artificial Left Heart for Exposure of 
the Mitral Area. Aprian Kantrowi1z, ELLIoTT 
Hourwitt, and Artour Kantrowitz. Arch. Surg., 
63: 604. 

The authors report their experimental efforts to 
develop a successful artificial circulation, in order to 
perform intracardiac surgery. The method used was 
concerned with rendering only the mitral area blood- 
less for surgery on the mitral valve. 

Such a system of by-passing the left auricle and 
ventricle to expose the mitral valve is described. It 
consists in delivering oxygenated blood, from the 
animal’s left lung, through cannulas in the pulmo- 
nary veins, into a glass chamber, and thence pump- 
ing it into the aorta through cannulated femoral 
arteries. During this procedure blood from the right 
lung is temporarily prevented from entering the left 
heart by occluding the right pulmonary artery. 
Blood pressures are maintained at adequate levels 
and hemolysis is insignificant. 

After the final technique was developed, 4 cats 
survived from 36 to 54 hours; 1 cat survived 7 
months, and 2 were alive and well after 9 months. 
In preliminary experiments with dogs, 2 animals 
survived beyond the immediate postoperative period. 

Donatp C. Geist, M.D. 


Experimental Surgical Techniques in Mitral Steno- 
sis. EMANUEL Marcus. Arch. Surg., 1951, 63: 586. 


The various experimental methods and the evolu- 
tion of the surgical therapy of mitral stenosis are re- 
viewed. 

The surgical by-passing of the mitral valve was 
attempted experimentally by the authors 20 times. 
Six different methods were used. Two of these con- 
sisted in implanting the auricular appendage into the 
left ventricle. The remaining four were methods of 
anastomosing the appendage and ventricle by means 
of an (1) arterial graft, (2) a vein graft, (3) a vein- 
lined vitallium tube, and (4) a heparinized, fashioned, 
curved polyethylene tube. The results were not 
considered satisfactory. 

It is concluded that all such indirect methods have 
undesirable results: namely, thrombosis of the 
grafts, interference with the normal structures, and 
erosion of the soft tissues by foreign bodies. They 
are, therefore, not considered suitable for clinical 
application. Commissurotomy is believed the most 
physiologic and least disturbing operation for the 
relief of mitral stenosis. Donatp C. Geist, M.D. 
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The Surgery of Mitral Stenosis. Dwicut E. HARKEN, 
Lewis Dexter, LAURENCE B. ELtis, ROBERT E. 
FARRAND, and JAmes F. Dickson, III. Ann. Surg., 
1Q51, 134: 722. 

The authors discuss the physiologic and anatomic 
importance of the two mitral leaflets with special 
consideration of the aortic baffle, or major leaflet, 
in the normal mitral valve. Major leaflet defects are 
poorly tolerated but minor leaflet defects are well 
borne. There are three principal factors in leaflet 
closure: first, a simple flutter valve mechanism of 
closing the mitral leaflets during systole; second, 
sealing by broad opposition of the sides of parachute- 
like leaflets; and third, torsion of the chordae ten- 
dineae. The flutter-valve closure is re-established by 
mitral valvuloplasty. With this procedure the 
second and third mechanisms are restored to some 
extent, depending on the degree of the pathologic 
process present. With satisfactory repair only of the 
flutter-valve mechanism, the clinical results are con- 
sistently good. 

A morphologic classification of mitral stenosis is 
presented as follows: 

Type I. This type is seen in the majority of pa- 
tients: marginal leaflet fusion with leaflet flexibility 
remaining, essentially normal tendineae and pap- 
illary muscles, and right ventricular and pulmonary 
artery enlargement. 

Type II. Uniform fusion presents a flexible fun- 
nel formation with extension of the process to the 
chordae. This does not lend itself well to “finger 
fracture” valvuloplasty. These cases constitute 10 
to 15 per cent of patients and necessitate incisional 
valvulotomy. 

The technique of changing the stenotic valve into 
a functioning valve, the “finger fracture valvulo- 
plasty,” is described in detail. A clinical classifica- 
tion of patients suffering from mitral stenosis is pro- 
posed: 

Group I comprises patients whose present course 
is benign. They have auscultatory signs of mitral 
stenosis, but few if any symptoms, and minimai 
evidence of increase in pulmonary vascular pressure. 
We believe that there is no justification for operation 
on these patients at this time. Patients in this group 
may continue to run a benign course or they may 
develop an acceleration of their lesion which shifts 
them to one of the other groups. 

Group II includes patients somewhat handicapped 
by a static degree of moderate dyspnea on effort, or 
by infrequent attacks of acute dyspnea or other 
pulmonary symptoms usually provoked by an ex- 
trinsic cause such as unusual exertion, fatigue, or by 
infection. Rarely, they may have some peripheral 
edema but do not have evidence of right ventricular 
failure. 

Group III includes patients whose disability is 
progressive, either with increasing dyspnea on effort 
or with alarming and increasing and easily provoked 
attacks of hemoptysis, chest pain, and pulmonary 
edema.®They suffer from palpitation, tachycardia, 
and distress over the liver on exertion. At any time 
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they may slip into group IV, or may die of an acute 
attack of pulmonary edema, or with peripheral or 
pulmonary infarctions. Their life expectancy under 
medical therapy is hazardous. 

Group IV is a terminal group. These patients are 
completely incapacitated, usually with right ven- 
tricular failure manifested by chronically elevated 
venous pressure, considerably enlarged liver, and a 
marked tendency to congestion. Their pulmonary 
disability may or may not be greater than that of 
those in group III. They often have poor liver func- 
tion, evidence of decreased peripheral blood flow, and 
many have had emboli. Most of them are in auricu- 
lar fibrillation. 

Experience with 86 patients operated upon for 
mitral stenosis is reviewed. Seventy-one patients 
have had “finger fracture” valvuloplasties; of these, 
37 have been in group III, and one of these patients 
died. Thirty-four patients in group IV have been 
operated upon, with 17 surgical deaths. 

W. Foster Montcomery, M.D. 


Resection of the Descending Thoracic Aorta for 
Aneurysm. Conrap R. Lam and Harrttey H. 
Aram. Ann. Surg., 1951, 134: 743. 

The authors present the case of a large fusiform 
aneurysm of the descending thoracic aorta in a 56 
year old male with a luetic history, who presented 
himself for relief of intolerable thoracic pain. A 
cadaver graft, preserved in Tyrode’s solution, was 
used to replace the lumen of the aneurysm, and a 
lucite tube was used to conduct the blood between 
the transected ends of the aorta during the suturing 
of the graft. The occlusion time was 24 minutes 
before circulation was re-established, followed by a 
necessary second 15 minute period of occlusion for 
readjustment of the tube. The aneurysmal sac was 
left im situ in suturing the two clamped, resected 
ends. The patient showed a transitory evidence of 
partial cord damage which clinically cleared before 
his discharge from the hospital on the forty-second 
postoperative day. 

After a short period of satisfactory progress the 
patient’s condition suddenly worsened and he died 
the third month after operation. Autopsy indicated 
that the patient died of a mediastinal abscess formed 
in the sac of the aneurysm. The autopsy indicated 
also that the patient’s intercostal arteries had been 
excluded from the circulation. 

The authors’ experimental surgery on 10 animals 
following the appearance of the patient’s complete 
paralysis had indicated that ligation of all inter- 
costal arteries rarely caused spinal cord ischemia. 
Their conclusion was that the paralysis in this patient 
resulted from excessively long periods of arterial oc- 
clusions. 

In summary, the authors found it feasible to by- 
pass a large fusiform aneurysm of the thoracic aorta 
by the use of a homograft. Death might have been 
obviated by removal of the aneurysmal sac, which 
they elected to leave in situ. 

W. Foster Montcomery, M.D. 
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Treatment of Certain Aortic Coarctations by 
Homologous Grafts: A Report of 19 Cases. 
RosBeErtT E. Gross. Ann. Surg., 1951, 134: 753- 

Surgical treatment for coarctation of the aorta has 
reached a stage where there is a reasonably low mor- 
tality rate, but constant emphasis must be placed 
upon the goal of reconstructing an aortic pathway 
so that hypertension will be relieved. The failure 
may be due to the surgeon’s timidity in not removing 
enough aorta or it may be due to technical impos- 
sibility. In an effort to overcome the technical 
difficulties, homologous grafts have been extensively 
studied in animals. In a high percentage of animals 
a channel can be formed which is satisfactory in 
spite of the histologic changes developed. The 
author presents 19 cases in which aortic grafts were 
used in humans. 

Undoubtedly the best chances of success are of- 
fered in those patients in whom a direct anastomosis 
can be made following the excision of the aortic con- 
striction. The author considers best an everting 
mattress suture of the edges with No. 5-o Deknatel 
silk; however, cases in which grafts are indicated are 
(a) those with a long segment of narrowing of the 
aorta, (b) cases with a short constricted area but 
with inelastic and rigid vessel above and below, (c) 
cases with an aneurysm of the aorta or intercostal 
arteries requiring removal, (d) those occasional 
cases in which a surgical injury has occurred, which 
might require sacrifice of a considerable aortic seg- 
ment. 

The author believes that better long-term results 
may be obtained with the use of grafts which have 
been stored by the fluid medium technique; how- 
ever, good vascular channels can be established 
with grafts frozen and preserved at 50 degrees C., 
and this type of frozen tissue is used when the less- 
available fluid medium grafts cannot be obtained. 

A graft slightly larger than the fitted aorta is 
selected because of the tendency to shrinkage. 
Great care must be used in handling. On the basis 
of technical considerations, the author recommends 
that the upper anastomosis be performed first. 
Anticoagulants are not used postoperatively. 

In the present series of 19 cases there were 2 
fatalities, each precipitated by renal shutdown and 
uremia with hyperkalemia. There was no reason to 
suspect that the foreign protein introduced into the 
graft might be the cause of the deaths. 

Aortography postoperatively has not been done, 
nor is it believed justified. There has been no evi- 
dence of postoperative embolism, and in all patients 
increased pulsations in the lower extremities have 
been demonstrated; in the upper extremities the 
pressure increases have been classed as unsatisfac- 
tory in 1 case, fair in 1, satisfactory in 1, and excel- 
lent in 14 cases. In the present series the results 
do not approach the good results found following 
primary anastomosis. 

Nineteen case reports are appended, each of which 
represents a case in which grafting was necessary. 
Three grafts had been refrigerated at —50 degrees 
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C., and 16 grafts had been preserved in modified 
Tyrode’s solution. 

The 17 survivors have had follow-up examinations 
up to 3 years. The author’s observations confirm the 
fact that the grafts do shrink, as judged by the great 
increase in leg pressures postoperatively, over their 
preoperative level. 

There can be no doubt that primary anastomosis 
is the therapy of choice following excision of aortic 
strictures; however, in the presence of technically 
impossible situations, a graft will permit treatment 
not otherwise available, and the short term results 
have been very gratifying. 

W. Foster Montcomery, M.D. 


Changes in Blood Volume Following Operation for 
Pulmonic Stenosis: Studies with Evans Blue 
and Radioactive Phosphorus. Ricwarp C. Cray, 
Stuart R. Extiort, II, and H. Scort, Jr. 
Bull. Johns Hopkins Hosp., 1951, 89: 377. 


In a previous work, the authors made a study of 
the blood volume in 20 patients with congenital cya- 
notic heart disease of the type associated with pul- 
monic stenosis and right to left intracardiac shunts. 
By combining the Evans blue dye and radioactive 
phosphorus methods, it was possible to make simul- 
taneous direct measurements of plasma volume and 
whole blood volume. The cyanotic patients were 
found to have diminished plasma volume, greatly in- 
creased red cell volume, and elevated whole blood 
volume when compared with noncyanotic individ- 
uals. The majority of the cyanotic patients so stud- 
ied submitted to operation with establishment of an 
anastomosis between a systemic and a pulmonary 
artery. Direct measurements of plasma volume and 
whole blood volume in ro of these patients were then 
carried out immediately, before, and 3% to 13 
months after operation. 

As in their earlier study, by injecting a red cell 
suspension that had been activated with radioactive 
phosphorus and taking a blood sample after a 15 
minute mixing period, it was possible to determine 
the whole blood volume. Simultaneously the plasma 
volume was determined by the injection of Evans 
blue dye and by measuring the color intensity of a 
plasma sample by means of a photoelectric color- 
imeter. The red cell volume was calculated as the 
difference between the whole blood volume and the 
plasma volume. The “body” hematocrit, as used by 
the authors, is the quotient of the red cell volume 
divided by the whole blood volume and multiplied 
by tI00. 

The group studied consisted of 4 female children, 3 
female and 3 male adults. In 9 of the 10 patients the 
plasma volume increased, the peripheral hematocrit 
fell, and the red cell volume decreased postopera- 
tively. In one patient—the only one studied who was 
not improved by operation—the plasma volume fell 
by 80 ml., the peripheral hematocrit fell less than 1 
per cent, the whole blood volume was reduced, the 
red cell volume fell, and the “body” hematocrit re- 
mained high. In 2 patients who were improved by 
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operation, the blood volume was slightly increased 
after operation. In the other 8 patients the blood 
volume was decreased. In general, it appears that 
the best clinical results are associated with the great- 
est falls in body hematocrit, and that there is good 


correlation between the degree of general functional’ 


improvement and the magnitude of changes in 
plasma and red cell volume. 

The results in these cases, compared with similar 
data from noncyanotic subjects, seem to indicate 
that after adequate pulmonary blood flow has been 
established by operation there is, in addition to a 
great reduction in red cell volume, a rise in plasma 
volume with the result that the whole blood volume, 
although somewhat reduced, remains moderately 
elevated. Jacos T. BRapsHER, JRr., M.D. 


Recent Advances in the Development of a Mechan- 
ical Heart and Lung Apparatus. BeErnarp J. 
MILLER, JoHN H. Jr., and Mary H. Grs- 
BON. Ann. Surg., 1951, 134: 694. 


An improved oxygenator for blood is described in 
detail. The oxygenator consists essentially of a clear 
plastic case encasing 6 stainless steel screens in 
parallel, suspended from a distributing chamber. 

The authors report the use of their oxygenator in 
an extracorporeal blood circuit to maintain the 
cardiorespiratory functions of 21 dogs during oc- 
clusion of the venae cavae. Seven of the dogs sur- 
vived the experiment. The remaining 14 dogs died 
within 24 hours—1 of hemorrhage from an accidental 
tear in the vena cava, 2 of postoperative thrombosis, 
2 of excessive hemolyses, 1 of severe distemper, 1 of 
low arterial oxygen saturation due to incomplete 
filming of the blood on the oxygenator screen, and 
the other 7 died of undetermined causes. 

The authors list 16 dogs in this experiment and in 
others performed by them, which have survived 
periods of vena cava occlusion of 20 minutes or 
longer. 

The goal of such experimental work should be 
consistent attainment of successful perfusion with 
the vena cava occluded, and maintenance with the 
duration dictated by the operator’s wish. The next 
logical step will be to demonstrate experimentally 
that operations can be performed within the opened 
heart under direct vision. 

W. Foster Montcomery, M.D. 


Cerebral Lesions in Congenital Heart Disease. 
Morcan BErRTHRONG and Davin C. SABISTON, JR. 
Bull. Johns Hopkins Hosp., 1951, 89: 384. 


Although none of the articles published in the past 
seem to have dealt specifically with the subject, it is 
evident from the literature that many observers 
have been acquainted with the increased frequency 
of cerebral lesions of various types occurring with 
congenital heart disease. In view of the successful 
rehabilitation of large numbers of patients suffering 
from cyanotic or serious acyanotic heart disease, and 
recent experiences indicating cerebral lesions as 
being among the most frequent and serious compli- 


cations, the authors considered it important to re- 
view the autopsy findings in cases of serious con- 
genital heart disease with special regard to all types 
of cerebral lesions, and to attempt to determine the 
pathogenesis. 

The material for study consisted of 162 patients 
with congenital heart disease, 135 of whom were of 
the cyanotic, and 27 of the acyanotic type, from the 
Department of Pathology of the Johns Hopkins 
Hospital, Baltimore. All of the patients with a 
cyanotic type of heart disease having cerebral lesions 
were in a young age group, the oldest being 26 years 
of age. The majority of these patients were under 4 
years of age. In the acyanotic patient having cere- 
bral lesions, the average age for the group was 
higher, the oldest patient being 58 years of age. 
There were 37 cerebral lesions among the patients of 
cyanotic type and 8 among those of acyanotic type. 
It was apparent from the age of the patients that 
the incidence of cerebral lesions was enormously 
higher than in individuals without cardiac malforma- 
tions. 

The character of the infarcts suggest that the ma- 
jority were produced by venous or arterial occlusion. 
A few cases showed microscopic cerebral changes 
that might be due to anoxia alone. Some of the 
perivascular petechial hemorrhages seen were typi- 
cal of recent severe diffuse anoxia. Since some of 
these patients died in the postoperative period, the 
anoxia could be attributed to complications pro- 
voked by the surgical and anesthetic procedures. 

It is considered that the polycythemia is an im- 
portant factor in the production of vascular occlu- 
sions. Polycythemia probably results in an in- 
creased blood viscosity which, in turn, produces a 
sluggish blood flow. Thrombosis is closely related 
to the latter. It is pointed out that a similar com- 
mon occurrence of thrombosis is found in patients 
with polycythemia vera, although in this disease 
comparison is complicated by the older age group 
and its concomitant arteriosclerosis. 

It appears that the cerebral lesions in patients 
with the acyanotic type of disease were of a different 
variety than the lesions in the cyanotic type of pa- 
tient. When related to thrombosis in this group, the 
causes were usually on the basis of heart failure, 
arteriosclerosis, or other obvious cause. 

Factors that are believed to contribute to intra- 
vascular thrombosis, especially in the presence of 
polycythemia, are given as any condition leading to 
additional polycythemia, such as dehydration, vas- 
cular endothelial damage, or reduced blood flow, 
locally or generalized. Vasodilatation occurring as 
a result of excessive tissue anoxia would lead to a 
reduction in the rate of blood flow. Asphyxiation is 
known to result in an increase in circulating blood 
platelets—probably another cause for increasing 
intravascular thrombosis. 

The severe surgical procedure necessary for al- 
leviation of anomalous circulation was a factor of 
great importance in the production of cerebral 
lesions since, of 19 cases with recent cerebral infarc- 
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tions, 15 were found in patients dying in the post- 
operative period. Most of the infarctions occurring 
during or after surgical procedures were of the hemor- 
rhagic variety, indicating that their origin was in 
venous vascular occlusions. It is probable, also, that 
the surgical operation provides a nidus for the forma- 
tion of thrombi capable of embolizing or propagating 
into cerebral arteries. 

Whether the thromboses leading to arterial occlu- 
sion usually develop in the peripheral veins to reach 
the cerebral arteries as paradoxical emboli through 
cardiac defects, whether they form in the cardiac 
chambers to embolize to the brain, or develop in situ 
in the cerebral arteries is unknown, but all these 
mechanisms may occur. 

Brain abscesses (there were 5 in the present series) 
seem to occur with much greater frequency among 
patients with congenital heart disease; and, if bac- 
terial endocarditis superimposed upon cardiac or 
vascular defects is eliminated, the abscesses occur 
for the most part in cyanotic heart disease. In these 
cases the venous blood, continuously or intermit- 
tently, passes directly into the peripheral arterial 
system. The hypotheses are that the abscesses are 
the result of cerebral embolization through cardiac 
defects by infected venous thrombi, or that the 
venous blood (occasionally thought to be carrying 
pathogenic organisms which are normally filtered 
out of the blood as it passes through the pulmonary 
capillaries) directly enters the systemic circulation 
and in this manner carries infection to the brain. 
Cerebral damage, however, may be a necessary pre- 
requisite to the latter process. It may be that some 
abscesses develop as the result of a low grade bac- 
teriemia infecting small infarcts or necroses, 

A very high incidence of congenital aneurysms of 
the circle or Willis in patients with coarctation of 
the aorta is reported, and accounted for 4 of the 8 
cerebral lesions found among the 27 cases of acya- 
notic congenital heart disease. 

Jacos T. BRADSHER, JR., M.D. 


ESOPHAGUS AND MEDIASTINUM 


Congenital Anomalies of the Esophagus. Paut H. 
HOLinceR, KENNETH C. JOHNSTON, and WILLIs J. 
Potts. Ann. Otol. Rhinol., 1951, 60: 707. 


Three groups of congenital anomalies of the 
esophagus are recognized: (1) those involving the 
esophagus alone, (2) those in which the trachea is 
associated, and (3) those in which other anomalous 
thoracic structures affect the esophagus. 

The diagnosis of the specific anomaly is largely 
dependent upon obtaining a careful history of the 
patient’s eating or respiratory difficulties. Dyspha- 
gia, drooling, vomiting, aspiration, pneumonia, and 
the so-called “feeding problems,” are all diagnostic 
signs which point to abnormal esophageal function. 
Relatively few clinical tests are needed to establish 
the diagnosis of a specific abnormality. The 2 c.c. 
lipiodol swallow with chest fluoroscopy and roent- 
genographs usually will suffice to diagnose the atre- 
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sias; esophagoscopic examination is necessary for 
the diagnosis of the other anomalies. 

Of the anomalies of the esophagus alone, complete 
absence is the most rare; in these cases the esophagus 
is represented by a dimple in the floor of the pharynx. 

Duplication of the esophagus can be complete, 
with two oropharyngeal openings and two termina- 
tions of the cardia in the stomach; or the duplicate 
esophagus can be rudimentary, as a fibrous cord or 
cystic structure, an example of which occurred in the 
authors’ series. 

Simple atresias without tracheoesophageal fistula 
are almost indistinguishable symptomatically from 
those with fistulas. The immediate regurgitation of 
swallowed liquid with choking and cyanosis are com- 
mon symptoms in both groups. Lipiodol swallow will 
demonstrate the atresia, and the absence of gastro- 
intestinal air rules out tracheoesophageal fistula be- 
low the atresia. An interesting finding is the lack of 
fetal hair in the stool or meconium. This is charac- 
teristic of this group only. 

Esophageal webs are rather uncommon. These 
children are slow eaters and regurgitate frequently. 
The roentgenologic picture is characteristic in that 
the webs can be clearly outlined on lipiodol swallow. 
There is not the rigidity of the esophageal wall that 
is seen in the congenital stenoses. The web can be 
clearly seen with the esophagoscope and is very 
easily dilated. 

Two types of congenital stenosis have been found 
to occur. The first type is the tight fibrous stricture 
of varying length which can occut at any point along 
the esophagus. The second type is a lack of epithe- 
lialization of a segment of esophagus, usually the 
lower. Both of these conditions produce slow eaters 
who tolerate solid food badly, vomiting a large por- 
tion of each meal. These patients are often classified 
as “feeding problems.” Swallowed foreign objects 
such as coins, beans, and toys often bring these 
patients in as endoscopic emergencies. The x-ray pic- 
ture of both types of strictures is one of ballooning of 
the upper portion of the esophagus, with the lipiodol 
column dwindling to a threadlike stream, and once 
again widening somewhat below the stricture, or 
emptying into the stomach. By esophagoscopic ex- 
amination in the first type, the scope passes with 
difficulty through the strictured area which is lined 
with inflamed and perhaps scarred mucosa, only to 
pass beyond the stricture into relatively normal 
esophagus once more. In some cases it may be im- 
possible to pass the scope through the strictured area. 
In the second type, the scope encounters a soft, 
easily dilated constriction which is beefy red and 
has no mucosal lining. 

The congenitally short esophagus causes obstruc- 
tion because of the associated herniation of a great 
portion of the cardia of the stomach, up through the 
esophageal hiatus. It is at this ring that obstruction 
occurs. Roentgenographically this shortening is 
shown by the demonstration of longitudinal gastric 
rugal folds occupying the lower portion of the esoph- 
agus. This can be well seen by esophagoscopy. 
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Achalasia can occur in the very young and is asso- 
ciated with esophageal dilatation and hypertrophy 
alone, and an area of obstruction at the cardia. It is 
thought to be due to a failure of peristaltic co-ordina- 
tion between the esophagus and cardia in most cases. 
However, many times a tight musculofibrous stric- 
ture can be found at the cardia similar to that seen in 
pylorospasm. The regurgitation caused by the car- 
diospasm in the young can bring on another compli- 
cation (bronchiectasis from aspiration of vomitus). 

The second large category of anomalies are those 
of tracheoesophageal fistula combined with eso- 
phageal atresia. The most common of this group (93 
per cent in the authors’ series) consists of an upper 
blind pouch ending at or about the fourth thoracic 
vertebra. The lower segment from the stomach is 
connected to the trachea usually at or above the 
carina. A second type is that in which the proximal 
segment ends in a tracheal fistula, with the distal 
segment being blind. In a third, rarer type, both the 
proximal and distal ends of the esophagus connect to 
the trachea, and may or may not be connected to 
each other. 

These infants immediately regurgitate, aspirate, 
and choke upon swallowing liquids, become cyanotic, 
and have severe respiratory difficulties. Bile and 
gastric juices reflux through the distal segment into 
the trachea. In the most common type the stomach 
fills with air through this distal fistula. In the roent- 
genologic examinations, iodized oil is used rather 
than barium to avoid the aspiration of the barium. 
Bronchoscopic aspirations are necessary as life- 
saving measures before and after operation in these 
cases, due to the constant aspiration of mucus and 
gastric juices. 

In the third category of esophageal anomalies are 
those obstructions caused by extrinsic structures in 
the chest associated with the esophagus. Capital 
aortic rings and anomalously located innominate 
arteries are relatively common causes of obstruction. 
A most interesting and unusual maldevelopment is 
the origin of lung buds and lobes from the walls of 
the esophagus. A case is presented in which a sep- 
arate left upper lobe arose from the lateral wall of 
the esophagus by means of a true bronchus, complete 
with cartilage rings. This patient suffered a chronic 
aspiration pneumonia in the aberrant lobe. 

Specific treatment of the esophageal atresias is 
surgical, with esophagoenterostomy, or construction 
of a skin tube esophagus being mandatory. 

Stenoses of all types are treated by esophagoscopic 
dilatation and bougie dilatation, even if a gastros- 
tomy must be performed to allow retrograde dilata- 
tion. If dilatation fails, then specific surgical correc- 
tion of the stenosis should be carried out. Even 
these will sometimes require dilatation of the post- 
surgical strictures which form in some cases. 

Esophagotracheal fistulas are closed by immediate 
surgical intervention and the continuity of the 
esophagus is re-established by anastomosis. The ex- 
tremely small distal segment in these cases is dilated 
postoperatively by esophagoscopic dilatation. 


Obstructions arising from abnormal vascular rings 
are treated by correcting the vascular abnormality, if 
possible. 

Lobectomy with closure of the bronchial opening 
was carried out in the case presented of an aberrant 
lobe of lung arising directly from the esophagus. 

In all of these conditions, frequent bronchoscopic 
removal of aspirated mucus is a necessary adjunct to 
the specific therapy used in correction of the defects. 

A. Conroy, M.D. 


Prognosis and Treatment of Congenital Atresia of 
the Esophagus. M. Sutamaa, L. GRIPENBERG, and 
E. K. AHVENAINEN. Acta chir. scand., 1951, 102: 141. 


The incidence of congenital atresia of the esopha- 
gus at the Women’s Clinic in Helsinki from 1947 
through 1949 was 0.03 per cent of all the live births. 
The majority of the cases presented a complete 
obstruction of the esophagus with a closed upper 
segment and a fistula between the trachea and 
the lower segment. Three symptoms were char- 
acteristic of this condition: excessive salivation of a 
white frothy mucus, cyanosis, and vomiting in asso- 
ciation with feedings. The most common complica- 
tions of this anomaly were dehydration and pneu- 
monia. Dehydration was manifested by rapid weight 
loss, decrease of turgor of the skin, and depressions 
of the fontanels. In one-third of the infants pneu- 
monia was due to the aspiration of gastric contents 
which caused tissue destruction and bleeding. In 
the present series only 17 per cent of a total of 30 
infants were referred for treatment on the first day 
of life before the onset of complications. 

Preoperative care consisted of the restoration of 
fluid balance and the prophylaxis or treatment of 
pneumonia. Pharyngeal suction was routinely en- 
forced and oxygen therapy was given. The paren- 
teral administration of saline solution was found to 
be dangerous and, therefore, glucose, amino acids, 
and plasma were given. The total amount of pre- 
operative fluid averaged from 50 to 80 c.c. and the 
duration of preoperative preparation varied between 
16 and 24 hours. In the present series gastrostomy 
preceded the main operation. The latter was done 
under local anesthesia. 

The corrective operation was a primary esophago- 
esophageal anastomosis by means of an extrapleural 
mediastinal approach. The posterior mediastinum 
was reached through a curved right paravertebral 
incision with subperiosteal removal of segments of 
the fourth and fifth ribs. In some cases a transverse 
incision was made and the fourth rib was resected. 
On the right side the azygos vein was always ligated. 
The author preferred the approach on the right side 
but on 2 occasions it was made on the left side be- 
cause of right unilateral pneumonia. The two seg- 
ments of esophagus were found in the fatty tissue of 
the mediastinum near the spine. The upper segment 
could be identified more easily when it contained a 
catheter. The vagus nerve was always freed from 
the esophagus and protected against injury. The 
esophageal segments were freely mobilized. This did 
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Fig. 1 (Sulamaa et al.). Schematic drawing of the technique used by the authors, for 
anastomosis of the esophagus in cases with large gap between the segments. 


not appear to endanger the blood supply. The fistula 
was doubly ligated with silk but was not separated 
from the trachea. The upper segment was drawn 
downward and an end-to-side anastomosis was made. 
After the posterior suture line was finished, the cathe- 
ter was pushed through to enter the lower segment 
and the anterior suture line was closed. The anasto- 
mosis sutures were of No. ooooo silk and the catheter 
was removed at the end of the closure. The suture 
site was anchored to the prevertebral fascia. The 
technique of leaving the fistula undivided but se- 
curely ligated was particularly advantageous when 
the gap between the segments was greater than 2 
cm. as it permitted easier approximation of the seg- 
ments and decreased tension on the suture line. 
Occasionally, a triangular plastic flap was made in 
the upper segment and this created a funneled wider 
anastomosis. 

During the postoperative period suction was ap- 
plied every 15 minutes. The infant was kept in an 
oxygen tent supplying 80 per cent oxygen. Fluids 
were administered intravenously and very slowly, 
and the tendency was in favor of underhydrating the 
patient. On the second postoperative day feedings 
were begun through the gastrostomy with 30 c.c. of 
human milk, which was increased daily. On the 
twelfth postoperative day, roentgenograms were 
taken to determine if there was any leakage of the 
anastomosis. The presence of pseudodiverticula or 
signs of stricture on the roentgenogram were indica- 
tive of insufficiency of the anastomosis. 

Of a total of 30 treated infants, 23 died and 7 were 
cured. After an analysis of the autopsy data it was 
concluded that this series of patients fell into 3 
groups: primarily unfavorable (13), premature (8), 
and primarily favorable (9g). A favorable prognosis 
depends on early recognition of this anomaly, one- 
stage closure of the fistula with primary anastomosis, 
and proper preoperative and postoperative care. 

G. P. SHAFIROFF, M.D. 


Unusual Causes of Dysphagia. Paut C. Samson and 
Davip J. Ducan. Ann. Otol. Rhinol., 1951, 60: 738. 


Dysphagia is the commonest symptom of esophag- 
eal disease. Statistically, the most frequent causes 
are mucosal! and intraluminal affections. Mural le- 
sions and extraesophageal disease must, however, be 


considered in the differential diagnosis when swal- 
lowing difficulties are encountered. The authors pre- 
sent 3 cases exemplifying unusual causes of dys- 
phagia. 

The first case was that of a 27 year old male who 
complained of attacks of substernal discomfort and 
a sensation of choking with deglutition. A barium 
swallow showed a filling defect 8 cm. in length. 
There was shelving above and below the lesion; how- 
ever, the mucosal relief pattern was intact. At 
esophagoscopy, a firm mass projecting from the 
anterior wall of the esophagus with intact overlying 
mucosa was seen 30 cm. from the incisor teeth. The 
esophagus was not fixed, and the esophagoscope 
could be easily passed beyond the mass. At opera- 
tion a lobulated mass with a thin capsule was dis- 
sected free, leaving the mucosa of the esophagus in- 
tact. The microscopic picture was typical of benign 
leiomyoma. The x-ray finding in this case was 
thought to be characteristic of the tumor. 

Of importance, from the endoscopic point of view, 
is the decision mot to procure a biopsy specimen if the 
overlying mucosa is intact, as otherwise the mucosa 
may become so adherent to the tumor that, with its 
removal, the lumen of the esophagus will be entered. 
If the lesions are in the middle or upper portion of 
the esophagus, a right thoracotomy is advised; if in 
the lower esophagus, it makes little difference 
whether the chest is entered from the left or from the 
right. Should it be suspected that an esophageal re- 
section might be necessary, a left-sided approach is 
superior. The use of an indwelling Levin tube in- 
sures the operator of dividing the longitudinal muscle 
opposite the esophageal lumen. 

The second case was that of a 29 year old female 
who was bothered with gnawing lower substernal 
pain that was made worse by eating. Three years 
previously she had been troubled with pain radiating 
across her back and beneath the left breast. A 
barium swallow showed a scalloping defect of the 
esophagus just below the level of the carina and im- 
pinging on the right anterolateral border of the 
esophagus without true shelving. In the anterior 
projection, it appeared to be an extraesophageal 
pressure. At esophagoscopy a slight mucosal erosion 
was noted 28 cm. from the incisor teeth where there 
was also a slight bulging that did not pulsate. There 
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was no fixation of the esophagus. In the course of 
the esophagoscopy a perforation of the cervical 
esophagus occurred, which was treated by closure of 
the perforation and drainage of a retroesophageal 
abscess. When the patient had recovered from this 
and when, 3 weeks later, she still had dysphagia and 
odynophagia, a right thoracotomy was performed 
which revealed a mass at the level of the fifth rib 
posteriorly and anterolateral to the esophagus, in- 
denting its wall. This mass proved to be an abscess 
cavity connected with soft, enlarged lymph nodes. 
Thick, odorless pus and caseous material was ex- 
truded. The abscess and nodes were removed. The 
mediastinum was drained extrapleurally and the 
pleural cavity was drained by a water-seal tube. 
Convalescence was uneventful. Pathologically, the 
lymph nodes resembled tuberculosis and on direct 
smear, acid-fast organisms were seen. Cultures for 
tubercle bacilli were negative, however. As a pro- 
phylactic measure, the patient was kept at bed rest 
for 3 months and given streptomycin therapy. She 
has remained well, without recurrence of the swal- 
lowing difficulty. 

Since enlarged subcarinal tuberculous lymph 
nodes are not an uncommon finding in tuberculosis, 
it is believed that the dysphagia was a result of the 
more recent development of the abscess with accom- 
panying inflammatory deformity. It is believed also 
that the reason for negative cultures is that viable 
tubercle bacilli are found only very rarely in a retro- 
gressive infection. A discussion regarding the diag- 
nosis and treatment of endoscopic perforations of the 
cervical esophagus was also interposed in the discus- 
sion of this case. 

The third case was that of a 29 year old female who 
complained of difficulty in swallowing and a sensa- 
tion of food sticking behind the upper sternum. She 
also had a constant desire to swallow and frequently 
gagged when not eating. The physical examination 
was noncontributory. Barium swallow showed a 
compression of the esophagus from behind, applied 
in a spiral from left to right over a distance of 3 cm., 
just above the aortic arch. The mucosal relief pat- 
tern was normal. At esophagoscopy, a pulsating 
area was noted posteriorly 25 cm. from the incisor 
teeth. Pressure on this area obliterated the right 
radial pulse. A left posterior thoracotomy revealed a 
normal aortic arch, and the left common carotid and 
left subclavian arteries. Just beyond the origin of 
the left subclavian artery arose a large artery from 
the descending part of the arch and plunged into the 
posterior mediastinum, coursing upwards and to the 
right behind the esophagus. The radial pulse was 
obliterated by pressure on the vessel. The vessel was 
ligated and divided. 

On the basis of the authors’ experience with this 
case and 2 similar cases of dysphagia, it is believed 
that pressure on the pulsating bulging area seen at 
esophagoscopy with resulting obliteration of the 
right radial pulse is pathognomonic of an anomalous 
right subclavian artery. 

Jacos T. BraApsuER, Jr., M.D. 


Surgical Treatment of Cancer of the Thoracic 
Esophagus, the Cardia, and the Greater Curva- 
ture of the Stomach (Traitement chirurgical des 
cancers de l’oesophage thoracique et de la région 
cardio-tubérositaire de l’estomac; 162 cas). J. C. 
Rupter. Rev. chir., Par., 1951, 70: 253. 


Resection of the thoracic portion of the esophagus 
with the intrathoracic re-establishment of continuity 
was done in 71 cases, with postoperative mortality 
in 33 per cent. Tumors situated low gave a mortality 
of 22 per cent, while the mortality reached 61 per 
cent in tumors situated high. However, in the group 
of 8 patients in the last-mentioned group operated 
on recently, only 1 fatal outcome was recorded. 
Respiratory complications were responsible for 48 
per cent of all the fatalities, with atelectasis and 
pulmonary edema predominating the first 48 hours 
and bronchopneumonia predominating about the 
fifth day. 

The mediocrity of late results is attributed by the 
author to the relatively great frequency of palliative 
resections and to excessive conservatism in radical 
operations for cancer situated low. 

The author stresses the importance of teamwork 
and the advisability of directing patients with cancer 
of the esophagus to properly equipped centers with 
experienced personnel. 

Inasmuch as preoperative parenteral adminis- 
tration of penicillin and streptomycin was not able 
to suppress pulmonary complications, the author 
now supplements the therapy with the oral adminis- 
tration of sulfaguanidine or sulfathiazole, 8 in- 
jections of polyvalent vaccine of the bronchopul- 
monary type, and penicillin in the form of aerosol. 
Severe dysphagia may require preliminary jejunos- 
tomy. Protein rich diet and intravenous infusions 
of red cell suspension or concentrated plasma are 
usually prescribed for patients with “water storage” 
in whom overhydration is contraindicated. Vita- 
mins, with the exception of menadione, are given 
preferably per rectum. 

Palliative esophagoplastic procedures should be 
reserved for exceptional cases in view of the danger 
of fistula formation at the cervical anastomosis. 

If the upper pole of the tumor does not extend 
above the lower border of the aortic arch, the author 
employs left thoracophrenolaparotomy. Right tho- 
racotomy, followed by prethoracic or retrosternal 
re-establishment of the continuity, is employed for 
retrosternal or supra-aortic tumors. 

JoserH K. Narat, M.D. 


MISCELLANEOUS 


Funnel Chest. FREDERIK THERKELSEN. Acta chir. 
scand., 1951, 102: 36. 

Funnel chest, first described by Bauhinus in 1594, 
is a congenital deformity manifesting itself at an 
early age. The etiology is either congenital or ac- 
quired from rickets, trauma, or poor nutrition. The 
deformity gives rise to cosmetic and often psycho- 
logical complaints. Palpitation, dyspnea, and cough 
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are not uncommon, and the patients are said to be 
predisposed to chronic bronchitis, tuberculosis, and 
bronchial asthma. The conservative method of 
treatment consists of postural and breathing exer- 


cises in addition to orthopedic measures. Surgical - 


treatment includes sternal mobilization combined 
with wide resection of the costal cartilages lateral 
to the sternum. 

At the University Hospital in Copenhagen, surgi- 
cal repair of funnel chest has been employed in 11 
patients. The indications were cardiopulmonary 
complaints and pronounced psychological symp- 
toms. The operative technique employed is de- 
scribed: essentially it consisted of mobilization of 
the sternum and the resection of the costal cartilages 
lateral to the defect. Silk sutures were attached be- 
hind the sternum and brought out through the skin. 
Anterior traction was applied with these sutures 
for a period of 5 to 6 weeks. The cosmetic result 
was most striking in all cases. Seven of these pa- 
tients were children with chronic recurring bronchi- 
tis. No mention is made of particular relief from 
this difficulty after the operation. All patients were 
examined from 4% months to 2% years later. 
Roentgenologically, they showed excellent results. 

The authors believe that their own experience 
with these patients justifies surgery in severe cases 
of funnel chest. The results are best between the 
ages of 2 and 4 years. Curtis Artz, M.D. 


Diaphragmatic Hernias Through the Esophageal 
Hiatus and Their Treatment Through a Tho- 
racic Approach (Les hernies diaphragmatiques par 
Vhiatus oesophagien et leur traitement par voie 
thoracique). J. MIALaRET. Sem. hép. Paris, 1951, 
27: 2703. 


Transthoracic repair of a diaphragmatic hernia 
through the esophageal hiatus was done with excel- 
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lent results in 7 patients in whom prolonged conser- 
vative treatment had failed. Four ruptures were of 
the paraesophageal type; 1 of them was accompanied 
by a sliding hernia, while the remaining 3 were pure 
sliding hernias. While in the paraesophageal type 
the cardia lies below the diaphragm, it is found in 
the chest if the hernia is of cardioesophageal or slid- 
ing type. 

Several roentgenograms are essential for determi- 
nation of the length of the esophagus and the posi- 
tion of the cardia. 

None of the author’s patients had a stomach ulcer, 
a marked esophageal lesion, or pronounced anemia. 
Signs of compression dominated the clinical picture. 
A complete physical examination, esophagoscopy, 
and roentgenologic studies are necessary in every 
case. 

Surgical treatment is required in a relatively small 
percentage of cases. If there are contraindications to 
a radical procedure, phrenicectomy may be con- 
sidered. 

Repair of the hernia is done under pentothal- 
curare-ether-cyclopropane anesthesia. Resection of 
the left eighth rib is preferable to a simple spreading 
of the ribs because it causes less postoperative dis- 
comfort. Temporary interruption of the left phrenic 
nerve by crushing or the application of novocain is 
reserved only for voluminous hernias, because curare 
provides perfect relaxation of the diaphragm. The 
thoracic portion of the esophagus is isolated before 
exposure of the hernial sac. After reduction of the 
contents and excision of the sac the hiatus is closed 
and the esophagus is attached with nonabsorbable 
sutures to the upper aspect of the diaphragm. The 
incision in the diaphragm is closed with nonabsorb- 
able suture material. Topical applications of peni- 
cillin are not used in these cases. 

K. Narat, M.D. 


SURGERY OF THE ABDOMEN 
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The Use of Skin Grafts in Hernia Repair. W. Mar- 
TIN EISELE and GENE B. StTaRKLoFF. Ann. Surg., 
1951, 134: 897. 

Dermal or cutis grafts consisting of excised skin 
from which the epidermal layer has been partially 
removed with a dermatome were used to repair 18 
hernias in 17 patients. Thirteen hernias were in- 
cisional, 12 were ventral, and 1 hernia was diaphrag- 
matic. Four were inguinal hernias, and 7 were recur- 
rent hernias. One patient with a defect of the ab- 
dominal wall resulting from removal of a carcinoma 
is included in the material. 

Important points in the technique included an- 
choring the graft under tension over the defect and 
using sutures to obliterate the dead spaces. No. ooo 
silk was used throughout. Early ambulation and the 
use of antibiotics were routine. 

One small postoperative hematoma occurred 
which delayed healing by approximately 8 days. 
The collection of serum in another patient required 
aspiration. Two recurrences occurred, one the same 
day on which the surgery was done, and the othe 
3 years and 8 months postoperatively. The follow- 
ups in 15 patients with satisfactory results ranged 
from 1 to 4% years. FREDERICK W. PrEsTON, M.D. 


The Differential Diagnosis of Malignant Disease of 
the Peritoneum. Owen Danie. Brit. J. Surg., 
1951, 39: 147. 

Seven cases of unusual malignant manifestations, 
or conditions simulating malignant disease found in 
the peritoneal cavity, are reported. These include 
tuberculosis, encapsulated food particles simulating 
peritoneal carcinomatosis, fibrous nodules of long 
standing in a hernia sac, and polyarteritis. Malig- 
nant cells implanted on the peritoneum in an exudate 
of fluid and fibrin are provoked by the carcinoma 
cells; invading histiocytes, upon reaching the sur- 
face, become flattened and indistinguishable from 
adjacent peritoneal endothelium, and therefore peri- 
toneal implants have been erroneously regarded as 
lymphatic permeations. 

The seven main forms in which malignant disease 
of the peritoneum are encountered are: (1) discrete 
nodules (most common); (2) plaque-like masses 
(relatively uncommon); (3) diffuse adhesive forms; 
(4) flat subperitoneal forms (blood borne); (5) cystic 
form (rare); (6) pedunculated forms; (7) skin graft 
forms in which the only gross change is the loss of 
the normal glistening sheen of the peritoneum. 

In tuberculosis, ascitic fluid may be cultured with 
positive results in about 50 per cent of cases. Talc 
granulomas, another of the important nonmalignant 
lesions which may be mistaken for malignancy, may 
develop as early as 17 days or be delayed as long as 
17 years. Fat necrosis is usually gray or yellow- 


white, and opaque. Enterogenous cyst and splenosis 
may rarely be mistaken for malignancy. 
Preoperative diagnoses must always be confirmed 
histologically. Often the polarizing microscope is 
necessary to detect fat crystals or talc. 
FRANK B. QUEEN, M.D. 


Embolectomy in Acute Mesenteric Occlusion. ALAN 
A. Kiass. Ann. Surg., 1951, 134: 913. 


Mesenteric vascular occlusion accounts for about 
2 to 5 per cent of all cases of intestinal obstruction. 
Degenerative vascular disease of old age and cardiac 
disease are frequent predisposing factors. Only 
rarely is an accurate diagnosis made preoperatively. 

The author reports the case of a 64-year-old man 
with auricular fibrillation who had a sudden onset 
of severe abdominal pain accompanied by shock and 
followed soon after by the passing of a liquid bloody 
stool. The abdominal cavity was opened 14 hours 
after the onset of pain, and it soon was apparent that 
the entire small bowel except for the proximal 18 
inches was without arterial blood supply. Rather 
than resect this amount of bowel, the author ex- 
plored the superior mesenteric artery. A soft clot 
2 inches in length and several smaller clots were 
removed by suction with a small rubber catheter. 
Following this procedure, bleeding was present from 
the proximal and distal segments of the artery. 
Regional heparinization of the superior mesenteric 
system was accomplished by injecting heparin into 
the distal segment. In addition heparin was given 
intravenously at 4-hour intervals. Forty-eight 
hours postoperatively the patient died from acute 
heart failure. Postmortem examination showed 
that the superior mesenteric artery and most of its 
branches were free of clots. The bowel was viable. 

The author concludes that early surgery directed 
toward removal of the obstruction in the superior 
mesenteric artery is a reasonable alternative to 
extensive bowel resection. 

FREDERICK W. PrEsTON, M.D. 


GASTROINTESTINAL TRACT 


Unusual Complication of Gastroscopy (Sur une com- 
plication inhabituelle de la gastroscopie). L. Friep- 
RIcH. Acta. gastroenter. belg., 1951, 14: 660. 


According to Schindler, complications following 
gastroscopy can be divided into 3 groups: (1) lesions 
of the hypopharynx, (2) rupture and perforation of 
the thoracic portion of the esophagus, and (3) rup- 
ture and perforation of the stomach. 

The author observed in 2 patients a complication 
which did not fit into any of these 3 groups. 

A woman, aged 38, was admitted with complaints 
of pain in the left upper quadrant of her abdomen, 
which had not been relieved by subtotal gastrectomy 
performed for a gastric ulcer 7 years previously. 
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Gastroscopy, employed because a marginal ulcer 
was suspected, was followed by sharp pain in the 
epigastrium and abdominal distention. Scout films 
demonstrated free air under the left diaphragm. A 
barium meal readily entered the intestines and did 
not escape into the peritoneal cavity. Exploration 
seemed advisable. When the peritoneum was 
opened, a large quantity of air escaped. A short 
laceration of the serosa, not involving the mucosa, 
was noticed in the efferent jejunal loop close to its 
junction with the stump of the stomach. The defect 
in the serosa was sutured. The patient recovered. 
Another woman, aged 45, developed a dumping 
syndrome 20 years after gastric resection for an ul- 
cer. Two days after gastroscopy, which failed to 
reveal an ulceration, minor abdominal symptoms 
developed, there was no more hepatic dullness, and 
the temperature rose slightly. Scout films showed 
air under both sides of the diaphragm. The patient 
recovered under conservative treatment. 
Apparently, pneumoperitoneum caused by minute 
rupture of the gastric mucosa may develop following 
gastroscopy. Josepu K. Narat, M.D. 


Prolapse of the Gastric Mucosa into the Duodenum. 
I. W. Kapian and R. M. SHEPARD. J. Am. M. Ass., 
1951, 147: 554. 

The authors review the literature on prolapse of 
the gastric mucosa into the duodenum and report on 
4 additional cases. 

The cause and mechanism of the occurrence of the 
prolapse are not definitely known, but are probably 
due to hypermotility which has loosened the mucosa 
from the submucosa and allowed it to protrude 
through the pylorus. This condition is more common 
in the older age group, the majority of the cases oc- 
curring in the fourth and fifth decades. The diagnosis 
cannot be made from the symptoms or from the 
physical findings, but is dependent on the demon- 
stration of the lesion by x-ray examination. A defin- 
ite diagnosis can be made only by gastrotomy. 

Initial treatment should be medical, consisting of 
a soft, bland diet and antispasmodic drugs. If after 
an adequate trial of medical management no im- 
provement results, surgical therapy is indicated. The 
authors believe this should consist of excision of the 
redundant mucosa with pyloroplasty, and state that 
this procedure yields excellent results. 

Ery Exuiott Lazarus, M.D. 


Study of the Experimental Production of Ulcer by 
Ligation of the Pylorus in the Rat. Protective 
Action of Diethylaminoethyl-N-dibenzopara- 
thiazine—2987 RP, Diparcol (Etude de l’ulcére 
expérimental provoqué par la ligature du pylore 
chez le rat. Action protectrice du chlorhydrate de 
diparcoi). K. KowaLewsk1, J. VAN GAERTRUYDEN, 
E. Henrotin, and W. Gepts. Acta. gastroenter. 
belg., 1951, 14: 596. 

Two series of rats were studied to determine the 
frequency of gastric ulceration and for analysis of 
the gastric juice. In the first group a simple ligation 
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of the pylorus was done. In the second group the 
same procedure was done 5 hours after the subcu- 
taneous administration of diparcol (2987 RP). The 
diparcol was used in doses of 15 mgm. per 100 gm. 
of body weight. 

On comparison of the results obtained in the two 
groups, it appeared that fewer peptic ulcers occurred 
in the group of rats injected with diparcol. There 
was also a reduction in the volume and acidity of 
the gastric juice in these rats. This may explain the 
protection offered by the injection of diparcol 
against ulceration of the gastric mucosa. 

EpDWarp W. Grsss, M.D. 


Partial Gastrectomy for Ulcer and Postoperative 
Complications. Knup NICOLAYSEN and BJARNE 
FRETHEIM. Surgery, 1951, 30: 597. 


A series of 280 partial gastrectomies for ulcer per- 
formed from 1946 to 1949 was analyzed with spe- 
cial reference to postoperative complications. Sixty- 
five patients had gastric ulcer, 8 had ulcers of the 
stomach and duodenum, and 207 had duodenal 
ulcer. An antecolic two-layer anastomosis was done 
with the efferent loop on the lesser curvature fol- 
lowing wide resection of the stomach. Spinal 
anesthesia was preferred. In 31 cases (14%) of 
duodenal ulcer a Finsterer partial gastrectomy with 
exclusion was performed. 

The postoperative course was complicated in 83 
cases (30%). Hemorrhage, postoperative gastric re- 
tention, rupture of the incision, and respiratory in- 
fection accounted for the major portion of the 
complications. One death (0.35%) occurred from 
intraperitoneal hemorrhage of the lesser gastric ar- 
tery. Diarrhea, intestinal obstruction, infection of 
the incision, and thrombosis were the remaining 
complications. Treatment of these complications 
was essentially of the type generally used and de- 
scribed. 

The authors believe the improvement in results 
and decreased mortality to have resulted from more 
effective treatment of infection and better pre- 
operative and postoperative management. They 
state that the use of the exclusion operation in 
cases of ulcer difficult to remove has also been of 
aid. Donatp C. Geist, M.D. 


The Immediate Disturbances and Complications of 
Subtotal Gastrectomy for Ulcer (Disturbi e com- 
plicanze immediate della gastrectomia subtotale per 
Franco St1pa. Policlinico, sez. chir., 1951, 
58: 280. 


The author has done 500 resections of the stomach, 
using the method taught him by G. Egidi. This 
method is essentially that of the retrocolic, anti- 
peristaltic, inferior semioral, gastrojejunal anas- 
tomosis of Finsterer and Hoffmeister with oblique 
section of the stomach. This nomenclature is essen- 
tially in conformance with that proposed by Polya 
in this journal (Surg. Gyn. Obst., 1940, 70: 270). 
The only essential difference between this method 
and the original as described by Finsterer is that the 
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afferent loop of the jejunum is stitched over the 
entire suture line as far as the lesser curvature in- 
stead of being fastened over the stomach suture line 
above the stoma for only a short distance. With 
reference to the size of the stoma itself, the author 
believes that one encompassing about a third of the 
opening of the gastric stump after resection would 
be about correct. 

Although a large, indeed imposing, list of post- 
operative disturbances and complications are dis- 
cussed, the author does not mean thereby to frighten 
the average physician into an antisurgical attitude. 
For this reason he emphasizes the statistical deter- 
mination that the fatal complications of stomach 
resection do not exceed 1.5 to 2 per cent of all cases, 
and even this small number could be essentially 
diminished by proper surgical technique and an ade- 
quate postoperative regime and treatment. 

Perhaps the most common postoperative disturb- 
ance and/or complication, or both, seems to be a 
mild or severe, passing or persistent, amount of 
stasis; in the last 100 operations the author has been 
making routine use of the stomach tube and has 
found stasis in the gastric stump postoperatively in 
every instance. This retained material has amounted 
to from 60 to 500 c.c., but has usually not outlasted 
24 hours. Ringdal (Acta chir. Scand. 1946, 94: 397) 
suggested as a cause of this tendency to stasis the 
too extensive cutting of the circular muscle fibers 
of the intestinal part of the aperture, and proposed a 
transversely directed anastomotic opening; how- 
ever, the author regards this work as of too recent 
date to be convincing. In the more severe forms of 
gastric stump stasis (ectasia acuta) reoperation may 
be required. The author reports an instance in his 
material in which, immediately after the operation, 
the patient began to vomit. The vomiting, with as 
much as 2,000 c.c. in 24 hours, continued for 6 days. 
Reoperation at this time disclosed a greatly dilated 
gastric stump, a leaking anastomosis, but no evi- 
dence of mechanical or inflammatory occlusion. 
The abdomen was closed and continuous gastric 
drainage with the stomach tube was instituted; 
nevertheless, the patient did not recover. 

In every form of complication the author thinks 
that an attempt should be made to correct the trou- 
ble by conservative means (penicillin, continuous 
aspiration, splanchnic infiltrations, prostigmin, pro- 
teins, fluids, glucose, electrolytes and vitamins) be- 
fore resorting to reoperation; however, when the 
condition does not yield satisfactorily to such meas- 
ures, or gets progressively worse, something must be 
done after 3 or 4 days, even if the roentgenological 
examination is negative. This something is usually a 
reintervention. At this operation, the procedure 
will, of course, depend upon the condition of the pa- 
tient and upon the findings. Of course, an incarcera- 
tion will be broken up, an invagination corrected, or 
in extreme cases a jejunostomy may permit the pa- 
tient to recover sufficiently for definitive correction 
at a second reintervention. The duodenojejunos- 
tomy of Legere, Ducuing, Grimoud, and_Estride may 
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save some of the patients; however, the author 

favors the enteroenteroanastomosis of Braun be- 

cause it is easy of execution and affords good results. 
Joun W. BRENNAN, M.D. 


Colloid Cancer of the Antrum and Ulcer of the 
Cancerous Zone (Cancer muqueux de l’antre et 
ulcére de la zone cancéreuse). YVvES GEFFROY and 
PIERRE JOUANNEAU. Arch. mal. app. digest., Par., 
IQ5I, 40: 733. 

The disturbances of the digestive tract in a 56- 
year-old patient had been present for 5 years. At 
first they consisted of the symptoms of gastric ulcer 
(postprandial pains relieved by food-taking, occa- 
sional salivation, pressure sensations in the epigas- 
trium, loss of weight). After 3 months these symp- 
toms disappeared almost entirely for a period of 4 
months, and then they returned in typical fashion. 
Roentgenologic examination at this time disclosed 
what seemed to be a prepyloric ulcer; however, 
there were reservations. The ulcer niche closed and 
did not reappear in the roentgenogram. 

Six months later the patient returned and com- 
plained of having suffered two periods of irregular at- 
tacks of gastric pains of crampy character with 
vomiting. There were thus two separate periods of 
gastric symptomatology: the first was what might be 
considered as typical of gastric ulcer and the second 
was atypical. Running all through the entire two 
periods, however, was an odd insistence on anorexia; 
the patient, especially toward the last, claimed a 
distaste for meats and fats. 

At operation, a Polya type of gastrectomy was 
carried out. The histologic examination of the speci- 
men disclosed the usual findings of healed ulcer on 
the lesser curvature at the site indicated by the early 
roentgenologic findings, and bordering this zone of 
cicatricial changes, in a persistent elevated mucosal 
collar, significant epithelial alterations were observed. 
These changes consisted in glandular groupings of 
evidently neoplastic cells, scattered among the py- 
loric glands which were practically normal in ap- 
pearance. The abnormal cells were of the so-called 
signet-ring type: the mucicarmin stain evidenced the 
presence of mucus forming the vacuolar content of 
the signet-ring cell. These abnormal cell groups were 
not confined to the elevated mucosal collar of the 
healed ulcer lesion, but were also scattered in the 
submucosal tissues at considerable distances from 
the juxtalesional area. 

The authors do not believe that the lesion could 
represent an ulceration of a pre-existing colloid car- 
cinoma, since it would seem improbable that such an 
ulcer would heal so readily. Therefore, they suggest 
two other hypotheses. The first possibility consists 
of a simple juxtaposition of an ordinary gastric ulcer 
and a colloid cancer. The second supposition is that 
an ordinary ulcer of the gastric mucosa might have 
provoked neoplastic cells previously dormant (car- 
cinoma gelatinosum ulcerans) into activity. If this 
thesis can be sustained, its practical importance is at 
once evident. This dormant malignant process, by 


I 
| 
t 
> I 
I 
a 
a 
a 
t 
: d 
b 
t 
: n 
a 
u 
A 
ti 
p 
Ww 
in 
Vv 
in 
er 
al 
ri 
le: 
ca 
ta 
su 
m 
ca 
ar 
th 
te 
to 
by 
ne 
tit 
lo; 
an 
po 
we 
th 
cr 
the 


SURGERY OF THE ABDOMEN 


provoking the outbreak of ulcer, has diagnosed itself 
both clinically and roentgenologically. The ulcerous 
expression has enabled the precocious diagnosis of 
the primitively silent malignant lesion. 

In the discussion GUTMANN proposes a fifth hy- 

pothesis to those commonly admitted, that is, the 
ines degeneration of the zone of gastric mucosa 
about the ulcer. Such an occurrence is too rare to 
admit the theory of gastric cancer; however, it should 
always be borne in mind as a possibility. 

Levrat thinks that the anatomopathologists are 
too easily led to make the diagnosis of malignant 
degeneration of the ulcer. He has found it impossi- 
ble, after a long study of the microscopic slides of 
these patients, to distinguish histologically between 
malignant degeneration of an ulcer (zlcére cancerisé) 
and ulceration of a cancer already present (cancer 
ulcériforme). In this matter the clinical findings are 
of more value than the anatomopathologic ones. 

Joun W. BRENNAN, M.D. 


A Case of Lymphoreticulosarcoma of the Stomach 
(A propos d’un cas de lympho-réticulosarcome de 
lestomac). M. Conte, J. Hewitt and A. GuérRert. 
Arch. mal. app. digest., Par., 1951, 40: 669. 


A 46-year-old woman had begun to suffer 10 years 
previous to operation from epigastric burning sensa- 
tions. These occurred during the patient’s second 
pregnancy and were not accompanied by pain; they 
were, however, occasionally accompanied by vomit- 
ing. A year later severe epigastric pains developed. 
These pains were of a continuous character, without 
evident relationship to eating. There was some 
vomiting of food materials at this time, particularly 
in the morning when the stomach should have been 
empty. There was a weight loss of from 10 to 12 lbs. 

Roentgenologic examination at this time disclosed 
an essentially normal stomach with, however, some 
rigidity of outline along the prepyloric portion of the 
lesser curvature. This rigid portion terminated 
cardially in a narrow vertical niche, like a thorn, and 
tapered off gradually at the point. The niche was 
succeeded, cardia-wards, by a shorter stretch of 
mural rigidity. The peristaltic waves, however, 
caused this rigidity to disappear. Opposite to this 
area, on the greater curvature, was a notch. 

Five years after this roentgenological examination 
the epigastric pains returned with much greater in- 
tensity. These pains showed a certain relationship 
to eating and were ameliorated by food-taking and 
by alkalies. 

Antiulcer treatment afforded remarkable relief; 
nevertheless, the roentgenologic examination at this 
time evidenced progressive extension of the patho- 
logic process. There was insufficient filling of the 
antrum and a large niche in the middle of the antral 
portion of the lesser curvature. The antral contour 
was irregular and markedly narrowed. The notch on 
the greater curvature was still visible. 

At operation a large rounded ulceration (3 by 4 
cm.) was found on the lesser curvature; it had pierced 
the gastric wall. The lumen of the ulcer was occu- 
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pied by two large, juxtaposed, rounded tumor 
masses. The total volume of the mass was approxi- 
mately that of a large plum. 

Histologic examination of the excised portion of 
the stomach disclosed a voluminous tumor mass 
with ulcerated surface, displacing the muscular 
layers with its deep lobules and piercing the mus- 
culosa only at rare points. 

The tumor mass was composed in the main of 
lymphoblastic cells with an admixture of larger, less 
rounded cells with large nuclei, rich in chromatin. 
The latter cells should be considered as of a reticulo- 
cytic nature. The diagnosis was “ulcerated lympho- 
blastoreticulosarcoma of the stomach.” 

Joun W. Brennan, M.D. 


Persistent Diarrhea in a Vagotomized Patient —_ 
arrhée persistante chez un vagotomisé). A. 
Macct1, M. and J. REMOLAR. 
app. digest., Par., 1951, 40: 680. 


The diarrheal stools, which appeared immediately 
after the Dragstedt operation, in a 41-year-old ulcer 
patient with a family history of ulcer, were fetid, 
brownish in color, and without evidence of food 
residue, blood, pus, or mucus. The emissions would 
be preceded by colicky pains and an abundance of 
gas. Although while under observation the number 
of stools fell daily from 5 or 6 to 2 or 3, they never 
assumed normal characteristics. Every kind of treat- 
ment administered during a year’s time had exerted 
no influence on the condition. 

During the 30 days of observation by the authors, 
the diarrhea persisted except for two periods; the 
one was that in which the Schmidt-Strassburger 
regime was carried out in view of the functional 
examination of the feces, and the other followed the 
intramuscular injection of the chloride of tetra- 
ethylammonium (15 mgm. per kgm. of body weight). 
The diarrhea ceased for 24 hours following each of 
these injections. 

The authors conceive these diarrheas following 
vagotomy as the result of intestinal hyperactivity. 
They consider them to result from the freeing of the 
intestines from the normal control of the autonomic 
nervous system and from a jejunitis consecutive to 
the perturbation of the gastropyloric functions. 

Lian and Bergamo state that tetraethylammon- 
ium diminishes intestinal and gastric motility by 
blocking the ganglionic synapses. However, the 
authors find it difficult to understand how, under 
this assumption, the drug should be capable of sup- 
pressing the diarrhea in the vagotomized patient in 
whom the intestines are already separated from the 
influence of this system. They rather think that the 
effect is produced by a diminishing of the autonomic 
intestinal hyperactivity. This, of course, would be 
equivalent to assigning to tetraethylammonium an 
influence over nervous activities beyond the gang- 
lionic level, that is, the postganglionic nervous sys- 
tem. This is, naturally, contrary to everything which 
has been accepted with reference to this drug up to 
the present. Further verification is admittedly ur- 
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gently needed. The method is proposed as being 
simpler and less harmful than the usual attempts to 
control these postvagotomy diarrheas by interrup- 
tion of the sympathetic nerves. Of course, other 
forms of medical therapy (alimentary regimentation, 
the sulfonamides, psychotherapy) should not be 
neglected. 

The authors are not aware of any reports in the 
literature of this form of diarrhea with such a long 
period of persistence, and consider that in such a 
contingency as this the physician would be more or 
less impelled to resort to a more positive therapy 
than that usually given by authors who evidently 
consider the condition to be transient and self- 
correcting. Joun W. BRENNAN, M.D. 


Potassium Lack in the Postgastrectomy Dumping 
Syndrome. W. Hamitton SmitH. Lancet, Lond., 
1951, 261: 745. 

Investigation of the postgastrectomy dumping 
syndrome in 6 patients was carried out in the Post- 
graduate Medical School of London. These patients 
were subject to severe dumping attacks: after partial 
gastrectomy in 4 patients, after total gastrectomy 
with esophagojejunostomy in 1 patient, and after 
vagotomy in 1. They were studied before and after 
standard meals. During dumping attacks there was 
shown to be an abnormal fall in the serum potassium. 
Electrocardiographic changes characteristic of po- 
tassium deficiency were observed, with electromyo- 
graphic evidence of impaired function of voluntary 
muscle, indicating a postprandial lack of available 
potassium in the blood stream. 

Potassium injected intravenously did not prevent 
the dumping attack but prevented the usual muscu- 
lar weakness, reversed electrocardiographic changes, 
and terminated the attack prematurely. It is sug- 
gested that two mechanisms contribute to this po- 
tassium lack: (1) the release of some adrenalinlike 
substance into the blood, and (2) unduly rapid 
absorption of ingested carbohydrate leading to rapid 
deposition of glycogen and binding of potassium 
inside the glycogen storage cells. 

Curtis Artz, M.D. 


Circulatory Disturbances Produced by Acute In- 
testinal Distention in the Living Animal. 
Rupo.tr J. NoEr, HERBERT J. Ross, and Lyte F. 
Jacosson. Arch. Surg., 1951, 63: 520. 


The authors report in detail the effect of progres- 
sive degrees of intestinal distention on the mural 
circulation of an exteriorized loop of small intes- 
tine in the rabbit, under carefully controlled experi- 
mental conditions. The rabbit, rather than the 
dog, was chosen as the experimental animal be- 
cause the anatomic arrangement of the blood sup- 
ply of its small intestine more closely resembles 
that of man, and the transparent wall of the small 
intestine of the rabbit lends itself well to trans- 
illumination. 

Utilizing a hollow fused quartz rod to transmit a 
concentrated source of light into a loop of small in- 


testine with a balloon surrounding the tip of the 
rod, varying degrees of intraluminal distention were 
produced. The effects upon venous and arterial 
capillaries, venules, small veins, mural veins, ar- 
terioles, small arteries and mural arteries were ob- 
served and recorded by cinephotomicrography. At 
o-5 mm. mercury intraluminal pressure (consid- 
ered physiological), normal peristalsis was present, 
and capillaries functioned in their normal inter- 
mittent manner. At 15 mm. mercury pressure, a 
moderate decrease in peristaltic activity was seen 
with slight slowing of blood flow in the venules. 
Peristalsis practically ceased at 20 mm. mercury 
pressure with slowing of the flow in venules and 
small veins. Many of the capillaries ceased func- 
tioning at 30 mm. mercury pressure, and some 
failed to regain their flow following deflation. At 
40 mm. mercury pressure, blood within nearly all 
venous capillaries ceased to flow, although arterial 
capillaries continued to function. Sludging began 
to appear within both arteries and veins, and early 
cyanosic vas seen within the small veins. 

Blood ceased to flow in venules and small veins 
at 50 mm. mercury pressure, but arterial capillaries 
still continued to function with a reduced rate of 
flow. At 60 mm. mercury pressure, some arteries 
revealed intermittent reversal of flow. Blood in all 
vessels except the largest arteries and veins ceased 
to flow at 80 mm. mercury pressure, and interstitial 


extravasations of blood were abundantly present. 


After distention with too mm. mercury pressure, 
the blood supply of the gut wall was not well re- 
established, and many capillaries remained plugged, 
although blood flow through the larger vessels was 
soon approximately normal following deflation; 120 
mm. mercury intraluminal pressure allowed only 
occasional intermittent oscillating flow in the large 
arteries and usually soon produced rupture of the 
gut wall. 

Since it appears that the human intestine rup- 
tures only at much higher pressures than that of 
the rabbit, it may well be that even higher pres- 
sures would be required in man to produce the se- 
quence of events described above in the rabbit in- 
testinal wall. Recovery following a severe bout of 
intestinal obstruction must carry with it a degree 
of revascularization of the intestinal wall. In the 
rabbit, intraluminal distending pressures of 50 mm. 
mercury and higher produced irreversible changes 
in the mural circulation, including permanent in- 
terruption of the smaller vessels, interstitial hem- 
orrhages, and pronounced sludging. 

MAtcoim Pivum, M.D. 


Slow Versus Rapid Intestinal Strangulation Ob- 
struction. HAROLD ' AUFMAN, WALTER E. Furr, 
Jr., and H. Davin Roacu. Arch. Surg., 1951, 63: 511. 


Slow strangulation of the lower gastrointestinal 
tract in the dog was compared with rapid strangula- 
tion in regard to the effect on the animal. Also, rapid 
strangulation was superimposed on slow strangula- 
tion and the effect was observed. 
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When a slow strangulation occurs, one cannot pre- 
dict when spontaneous rapid strangulation will be- 
come superimposed. The clinical implication of this 
observation lies in the possibility that an asympto- 
matic incarcerated hernia may become strangulated 
at any time. When slow strangulation was controlled 
in these experiments, early changes which are not 
ordinarily seen in rapid strangulation were observed. 
There was marked dilatation of the intramural 
lymphatic vessels and invasion of the lining cells by 
bacteria long before the bowel showed color changes 
indicative of circulatory embarrassment. 

When rapid strangulation was superimposed on 
slow strangulation, perforation occurred in 75 per 
cent of the loops with massive necrosis of the tissue. 
Loops of identical length subjected to initial rapid 
strangulation showed perforation of punctate nature 
in only 25 per cent of the cases. Therefore, the degree 
of necrosis and the perforation were dependent, 
among other things, on the presence of slow strangu- 
lation for some time prior to the superimposed rapid 
strangulation. 

There was a modest rise in antilecithinase titer in 
the serum following slow strangulation and a rather 
marked rise in the titer following superimposed rapid 
strangulation with a sudden drop just before death. 
The mechanism of these curves is discussed. 

Harotp Laurman, M.D. 


Primary Malignant Neoplasms of the Reticulo- 
histiocytic System in the Small Bowel (Le 
neoplasie maligne primitive del sistema reticolo- 
istiocitario dell’intestino tenue). ALFIo TESTINI. 
Arch. ital. mal. app. diger., 1951, 17: 183. 

Two cases of reticulohistiocytic sarcoma of the 
small bowel are reported. , 

In the first case there were symptoms of bowel 
obstruction and x-rays revealed a dilated small 
bowel. At operation a segment of ileum, 20 cm. in 
length and about 1 meter away from the ileocecal 
valve, was found to be enlarged and thickened. The 
bowel was distended above this but it was collapsed 
below. A wedge resection was performed which in- 
cluded the enlarged lymph nodes. The nodes were 
found to be invaded by tumor tissue. X-ray treat- 
ment was advised but not resorted to and the patient 
died at home 4 months later. 

In the second case the patient had symptoms of 
alternating constipation and diarrhea for 3 months. 
He then developed some pain in the ileocecal region, 
which at first was not constant. After 2 weeks the 
pain became constant and the patient then developed 
persistent diarrhea. For 10 days preceding this the 
patient had been given penicillin therapy. He was 
then considered to have acute appendicitis and 
at operation was found to have a congested edema- 
tous appendix with small fibrinous stratifications 
near the free end. The ileum was explored and 
about 1.5 meters from the ileocecal valve a thickened 
loop of small bowel with enlarged regional lymph 
nodes was found. About 70 cm. of bowel were re- 
sected and a side-to-side anastomosis was performed. 


About to days later x-ray therapy was instituted 
but the patient’s condition became worse. He was 
transferred to his home about 4 weeks after ad- 
— against medical advice and died 2 months 
ater. 

The author found scanty reports of this type of 
tumor in the literature. Our present knowledge of 
the pathology and clinical features of this condition 
is summarized. In conclusion, the author states 
that this tumor represents the most common type 
of malignant mesenchymal tumor involving the 
small bowel, being perhaps even more frequent than 
lymphosarcoma. However, up to this date the re- 
ported cases are few in number. 

Lucian J. Fronputt, M.D. 


A Case of Diverticulosis of the Duodenum and 
Colon. (Considerazioni su di un caso di diverticolosi 
del duodeno e del colon). Mario Forni. Riforma 
med., Milano, 1951, 65: 1198. 

Diverticulosis of the duodenum, particularly of 
its bulb or the third portion, is a rarity. A woman, 
aged 40, was admitted with complaints of vague 
pain in the right hypochondrium, which had not 
been relieved by cholecystectomy performed 2 years 
previously; it was aggravated by food intake and 
accompanied by frequent nausea. Moderate melena 
had occurred 2 weeks prior to admission. The pa- 
tient had a subfebrile temperature and slight con- 
stipation alternating with diarrhea. 

The roentgenographic examination revealed a 
diverticulum in the second portion of the duodenum 
and multiple such formations in the transverse 
colon, and in the hepatic and splenic flexures. 

The intestinal hemorrhage and subfebrile tem- 
perature were attributable to diverticulitis. 

The very great rarity of duodenal diverticula in 
children suggests that they are not of congenital 
nature. In the author’s case, periduodenitis secon- 
dary to an inflammatory process of the biliary tract 
could have been an important factor in the genesis 
of the diverticulum. Josepu K. Narat, M.D. 


Excision of the Duodenum and Head of the Pancreas 
for Cancer of the Diverticulum Vateri (Duodéno- 
pancréatectomie céphalique pour cancer de |’am- 
poule de Vater). G. Dusourc and J. F. Tratssac. 
Arch. mal. app. digest., Par., 1951, 40: 741. 


The patient was a 65-year-old woman whose pre- 
sent illness began as a nocturnal attack of violent 
epigastric pain with vomiting, and subfebrile temp- 
erature. The pain lasted for a day and was accom- 
panied by colorless stools and a slight jaundiced ap- 
pearance. Then for 4.5 days the patient was well ex- 
cept for the discolored stools and the icteric tinge. 
The jaundice was fluctuant but persistent. The 
urine was bilious and there was some itching. 

The liver and gallbladder were found to be mark- 
edly enlarged. The size of the gallbladder could be 
surprisingly reduced in size by Meltzer-Lyon drain- 
age of the duodenum; however, no bile color ap- 
peared either in the stools or the drainage fluids. 


Vi 
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This disconcerting fact was explained later at opera- 
tion when it was found that the gallbladder con- 
tained colorless bile. During one of the sessions with 
the Meltzer-Lyon duodenal tube, blood was as- 
pirated. This has already been reported by one of 
the authors as pathognomonic for cancer of the 
ampulla of Vater. 

At operation, in addition to the enormous gall- 
bladder, the choledochus was as thick as a large 
thumb. A hard nodosity, the size of a large grape was 
palpated at the level of the head of the pancreas; it 
was firmly fixed to the wall of the duodenum. The 
duodenum and pancreas, as a whole, were separated 
from the anterior surface of the aorta and the duo- 
denum was further exposed by turning the hepatic 
flexure of the colon downward. 

The stomach was sectioned in the antral portion 
and the gastroduodenal artery was ligated. The 
third portion of the duodenum (D3) was then freed 
and the pedicle of the left duodenopancreatic artery 
ligated. The duodenum was then sectioned to the 
left of the mesenteric artery at the point of its junc- 
tion with the jejunum and the stump of the jejunum 
closed with a pursestring suture. Now, working 
from below upward, the isthmus of the pancreas was 
freed and sectioned. The duct of Wirsung was the 
size of a goose quill. The entire head of the pancreas 
and the duodenum could then be turned over to the 
right and separated carefully from the portal vein, 
and the choledochus was cut about 1.5 cm. above the 
duodenum. 

A loop of jejunum, about 15 cm. from the duo- 
denojejunal angle, was selected and brought up 
through an opening in the mesocolon. To this jeju- 
nal loop the choledochus was anastomosed termino- 
laterally, with two rows of interrupted sutures. Fol- 
lowing this, a small hole was made in the jejunum 
and the pancreatic duct was fixed therein by means 
of three interrupted posterior and three interrupted 
anterior sutures. Then a coronal series of inter- 
rupted sutures was placed around the circumference 
of the sectioned pancreatic surface and the jejunum. 
The operation was completed by means of a jejuno- 
jejunostomy and a gastrojejunostomy at the breach 
in the mesocolon. 

The first 4 days of the convalescence were rather 
stormy. The blood sugar was carefully watched and, 
when indicated, insulin was administered, however, 
always sparingly. In fact, the authors are more 
afraid of hypoglycemiz than of hyperglycemia. In 
the absence of facilities for determining the blood 
sugar, they think that it is safer to consider these pa- 
tients in hypoglycemic rather than hyperglycemic 
coma, and to administer injections of sugar rather 
than blindly giving insulin. 

At the present time the authors prefer total pan- 
createctomy to the operation described (this opera- 
tion was done in 1949) because the execution of the 
former is easier and the problem of the pancreatico- 
digestive anastomosis is not encountered. Besides, 
total exeresis gives more assurance of complete ex- 
cision of all malignant tissue. 


The histological diagnosis was cylindrical meta- 
typic epithelioma of the Lieberkuehn type. 
Joun W. Brennan, M.D. 


Diverticulosis of the Jejunum—A Clinical Entity. 
I. M. Orr and J. Y. W. RussExy. Brit. J. Surg., 
IQ51, 39: 139. 

Diverticulosis of the jejunum is regarded as rela- 
tively uncommon; it is observed in 0.42 per cent of 
roentgenological examinations. Only about 200 
cases of diverticulosis of the small bowel,had been 
described up to 1943. In 100 cases (of 122 cases 
reported by the Mayo Clinic) the diverticula were 
in the jejunum alone and in 5 cases diverticula were 
found throughout the small intestine. The sex inci- 
dence is about 2 males to 1 female and the ages of 
the patients range from 50 to 70 years. Rarely, 
diverticulosis may be congenital, but in most cases 
diverticula arise along the mesenteric attachment 
where the blood vessels enter the bowel wall. From 
the number of cases found at autopsy, it appears 
that the condition is asymptomatic in the majority 
of patients. 

Two clinical groups of diverticula are (1) those 
producing mild chronic indigestion and (2) those 
causing an acute complicating abdominal catastrophe. 

Thirteen cases are presented in the present article. 
Three of the patients had no symptoms, 4 had mild 
chronic indigestion, and 6 had acute complications. 
Four of the authors’ patients had repeated attacks 
of hematemesis “‘without cause,” which were relieved 
by resection of the diverticula. 

Medical treatment may be administered in pa- 
tients with mild symptoms. When multiple diver- 
ticula are present in a short section of bowel, resec- 
tion is required. In the case of a solitary lesion, re- 
section of the diverticulum alone is done. 

FRANK B. QUEEN, M.D. 


Diverticulitis of the Colon and Its Surgical Manage- 
— J. WALTER NEAL, JR. Surgery, 1951, 30: 


The author discusses diverticulitis of the colon 
and its surgical management. He thoroughly covers 
the etiology, pathology, incidence, symptomatology, 
and diagnosis of this condition. Carcinoma, acute 
appendicitis, pelvic inflammatory disease, and ulcer- 
ative colitis are especially considered in the differen- 
tial diagnosis of this disease. 

Surgical management of diverticulitis of the colon 
will be necessary in about 15 per cent of the patients 
and should be reserved for the complications of the 
disease. These are (1) acute perforation, (2) abscess, 
(3) intestinal obstruction, (4) fistula formation, 
(5) coexisting carcinoma, and (6) the inability to 
differentiate between diverticulitis and carcinoma. 

Incision and drainage is considered best for the 
patient with acute perforation or localized abscess. 
Fecal fistula may result, requiring later resection for 
its cure. Transverse colostomy offers the best choice 
for intestinal obstruction. If the lesion recovers com- 
pletely the colostomy may be closed in from 6 
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months to 1 year. If not, resection may be required. 
Fistula formation is best managed by transverse 
colostomy with later resection if the fistula does not 
close spontaneously. The inability to differentiate 
diverticulitis from malignancy may exist even at 
operation and frequently requires resection for defi- 
nite proof. 

The reports of 6 cases are presented to illustrate 
the various problems in the surgical management of 
this disease. One of these cases represents solitary 
cecal diverticulitis. Donatp C. Geist, M.D. 


The Development of Surgery for Cancer of the 
_ ARTHUR W. ALLEN. Ann. Surg., 1951, 134: 
795- 

This article was presented to the Excelsior Club 
as the Fifth Churchill Lecture. The first portion of 
the presentation is devoted to a history of the surgi- 
cal management of cancer of the colon. The earliest 
report of surgical intervention for this lesion was in 
1710, at which time proximal decompression by di- 
rect incision was performed. In 1833 resection of the 
colon for cancer was successfully carried out. Exte- 
riorization was first reported in 1892. 

During the two decades between 1920 and 1940 a 
reasonably sound approach to the problem of carci- 
noma of the colon was developed. Although certain 
variations have been seen in the technical details, 
there is general agreement on basic principles. Gross 
soiling of the peritoneal cavity must be avoided. 
Union of the bowel ends must have an adequate 

lood supply. Deficiencies in nutrition, hemoglobin, 
lectrolyte, and blood volume must be corrected. 

Lhe influence of chemotherapy and antibiotics has 

caused a decline in mortality and morbidity figures. 

Although these agents are not substitutes for metic- 

ulous surgical care, they have been most worth- 

while adjuncts. 

The second half of the article is concerned with 
the detailed management of cancer of the colon. 
Prior to operation, the blood and chemical picture 
and the cardiovascular system are carefully evalu- 
ated. Barium enema to establish the location of the 
lesion and the presence or absence of polyps is in- 
dicated. Sigmoidoscopy is routine. In acute ob- 
struction of the large bowel, proximal decompression 
is advised. In tumors of the right colon, deflation 
of the abdomen with a large double lumen tube may 
be possible. Usually, however, an ileotransverse co- 
lostomy in continuity by an aseptic technique is pre- 
ferred. Cecostomy or transverse colostomy is used 
for lesions which are completely obstructing beyond 
the midtransverse colon tube. 

The definitive operation on the primary lesion is 
then delayed from 10 days to 3 weeks. Patients are 
routinely given 8 gm. of sulfathaladine daily for 5 to 
7 days preoperatively. Saline cathartics are rarely 
necessary. Streptomycin, 0.5 gm. orally, is given 
twice daily for 48 hours prior to operation. The 
blood volume is replenished by multiple blood trans- 
fusions. Pyelograms are made on all patients whose 
tumors might involve the genitourinary tract. On 


the morning of operation, an intragastric tube is in- 
troduced and a Foley catheter is placed in the blad- 
der. Surgical approach varies in different cases. 
Usually a long right or left paramedian incision is 
satisfactory. After the colon is freed from its lateral 
attachments and the amount to be sacrificed is de- 
termined, the bowel is divided proximal to the tu- 
mor. This allows better visualization of the blood 
supply and permits a more satisfactory and complete 
nodal dissection. A meticulous open anastomosis is 
performed. An outer row of interrupted quilting cot- 
ton sutures and an inner row of continuous fine 
chromic catgut sutures are used. No drainage tubes 
are introduced unless frank pus has been encoun- 
tered. The peritoneum and fascia are closed but 
subcutaneous tissue and skin are allowed to remain 
open. Heavy silk sutures are placed through the 
subcutaneous tissue and skin, and tied over a gauze 
roll placed in the wound. After 48 hours this roll is 
removed and the silk sutures are tied, approximating 
the wound edges. By this method wound infection 
has been reduced to less than 1 per cent. Passive and 
active exercise of the legs and arms is encouraged. 
Streptomycin and penicillin are given routinely dur- 
ing the early postoperative period. In the event of 
superficial varicosities in the legs, elastic bandages 
are applied. 

At the Massachusetts General Hospital, Boston, 
the author cared for 205 patients with carcinoma of 
the colon during the years from 1943 to 1950. In 
95 per cent of these patients the tumor was resectible, 
and the resection mortality was 2.6 per cent. Be- 
tween 1940 and 1944 the 5 year salvage in 103 cases 
was 44.4 per cent. Palliative resection was per- 
formed in 29 cases, with an average survival of 9.8 
months. Curtis Artz, M.D. 


LIVER, GALLBLADDER, PANCREAS, 
AND SPLEEN 


Benign Extrahepatic Biliary Tract Obstruction. 
RoBeErt D. O’ MALLEy, ARTHUR H. AuFsEs, JR., and 
ALLEN O. WHIPPLE. Ann. Surg., 1951, 134: 797- 


The results obtained in 54 patients who were oper- 
ated upon for benign strictures of the biliary tree at 
the Presbyterian Hospital, New York, from 1936 to 
1949, are reported. Eighty-five per cent of the pa- 
tients had undergone one or more previous opera- 
tions on the biliary tract which contributed to, or 
were followed by, extrahepatic biliary obstruction. 
In these 46 patients, 71 operations were performed 
prior to the reported explorations. Four types of 
operative procedure were used. The percentage of 
operative success in the group having duct to duct 
anastomosis was 43 per cent. In the duct to duode- 
num group, operative success was 61 per cent. In 
those patients who received a Roux en Y procedure, 
the operative success was approximately 75 per cent. 
In 3 patients fistula implantation was performed. 
These operations were all unsuccessful and the pa- 
tients required subsequent operations. Four types 
of prostheses (rubber T tubes, rubber catheters, rub- 
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ber Y tubes, and vitallium tubes) were used to splint 
the anastomotic site in 59 of the 70 operations. 

The operative mortality in 73 operations was 2.7 
per cent. One death was due to an acute bacterial 
endocarditis from streptococcus viridans following 
an end-to-end anastomosis over a T tube. The other 
death occurred in a patient after the sixth attempt at 
plastic repair. Death was due to massive gastro- 
intestinal hemorrhage to days after operation. Five 
duodenal fistulas appeared and all closed eventually 
without operation. Three patients developed sub- 
hepatic abscesses which required drainage. Four 
patients in the Roux en Y group had severe gastro- 
intestinal hemorrhage. The procedures wherein a 
rubber tube or catheter was left permanently at the 
site of anastomosis, and the procedures wherein a 
vitallium tube was used in the presence of viscid, 
cloudy bile were unsuccessful. 

Of the 52 patients surviving operation, 12 were 
never rehabilitated. Follow-up records show that 6 
of these patients died from biliary cirrhosis. 

It is pointed out that certain surgical principles 
must be adhered to in order to give satisfactory per- 
manent relief from biliary obstruction and stenosis. 
These are: (1) the existing ring of scar tissue must be 
excised completely, (2) the anastomosis must be a 
mucosa-to-mucosa approximation, (3) the tissues 
must be handled gently with a minimum of trauma 
and interrupted sutures of fine material must be 
used, and (4) anastomosis must be complete without 
tension on the suture line. Curtis Artz, M.D. 


Documentary Justification of Right Splanchnicec- 


tomy in Hypotonic Conditions of the Biliary 
Tract (Documents pour la justification de la 
splanchnicectomie droite dans les états d’hypotonie 
des voies biliaires). P. MALLET-Guy and L. DurANp. 
Lyon chir., 1951, 46: 791. 

Right splanchnicectomy for the relief of biliary 
stasis caused by hypotonus appears justified, judging 
from the authors’ results. 

Late functional results were satisfactory or per- 
fect in 32.2 per cent of the entire group which con- 
sisted of 135 patients who underwent 212 operations. 
Failures were usually attributable to wrong indica- 
tions or to technical errors. Hypertonus as a sequel 
of the operation was noted in only 2 cases. 

Cholecystographic studies performed in the early 
as well as the late stages after the operation clearly 
demonstrated the effect of the operation. 

Manometric and cholangiographic studies showed 
that manometric curves after the operation reached 
the normal level and that the roentgenographic 
aspect of the biliary tract had changed. 

If conservative measures fail to correct the hypo- 
tonus of the biliary tract, right splanchnicectomy 
should be considered. Likewise, recurrence of the 
hypotonus after cholecystectomy is an indication for 
splanchnicectomy. 

Atony of the gallbladder or of the excretory ducts 
may be suspected if the patient complains of pain 
in the right upper quadrant of his abdomen, has 
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febrile episodes, and attacks of jaundice, in addition 
to severe dyspepsia and obstinate headaches. Roent- 
genograms may reveal a slow emptying of the gall- 
bladder. The diagnosis can be definitely established 
only in the course of operation on the biliary tract 
by manometric and roentgenographic studies. 
Joseru K. Narat, M.D. 


Some Factors Concerned with Liver Injury. I. S. 
Ravpin. West. J. Surg., 1951, 59: 551- 


It is undoubtedly true that the liver function tests 
now available give us a broader base upon which to 
provide opinions regarding hepatic cell function. 
These tests are most useful in evaluating acute liver 
cell injury. It is surprising how extensive the histo- 
logic evidence of chronic liver injury may be, and 
yet the gamut of functional tests now being carried 
out in our clinical laboratories may encourage us in 
the belief that all is well in this organ which is so 
diversified in its functions. In few parenchymal 
organs is the histologic appearance in chronic disease 
likely to be so poorly reflected by available functional 
tests. The important thing is that in the presence 
of chronic liver injury a superimposed acute intoxi- 
cation, trivial as it may at times seem to be, may in 
fact result in hepatic incompetency. 

The exact mechanism by which infection, not 
specifically related to the liver, produces evidences 
of serious functional abnormality in this organ is not 
now clearly understood. In pylephlebitis, acute 
cholangiohepatitis, and in the viral hepatidites, the 
primary assault is on the hepatic parenchyma. Liver 
cells are destroyed, in part at least, by exposure to 
exotoxins and endotoxins. They fail to survive 
partly because the biological mechanisms necessary 
to life are interfered with. Some of these mechanisms 
are primarily enzymatic, while others are initiated 
by the swollen hepatic cells, so that an adequate 
amount of well oxygenated blood does not reach 
them. Even in the severe generalized infections, in 
which evidences of hepatic incompetency are not 
uncommon, the histologic picture is often not that of 
extensive hepatic necrosis, but of widespread 
parenchymatous swelling. The hepatic abnormality 
may, in fact, have been the end result of an inade- 
quate supply of well oxygenated blood and of the 
inability of the cells to utilize oxygen to the full ex- 
tent even when evidences of inadequate oxygen 
saturation in the peripheral blood did not exist. 

Diet can be such as to protect the liver from a wide 
variety of noxious agents, or it may be such as to 
make it maximally susceptible to these same agents. 
In this protection, or increase in vulnerability, not 
only is the composition of the diet important, but 
the total caloric intake is almost as important. 

Basically there are two mechanisms by which 
anesthesia may affect the hepatic parenchyma. One 
of these is by the direct action of the anesthetic 
agent on the parenchymal cells. The extent of the 
injury is conditioned by the degree of exposure to 
the noxious agents, whether primary or secondary, 
and by the adequacy or inadequacy of the diet prior 
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to exposure to these agents. The liver cell is highly 
susceptible to oxygen want from any cause. This can 
be easily demonstrated by the sharp reduction in bile 
salt concentration in liver bile during periods of 
anoxia. When the anesthetic agent is necrotizing, 
as is the case with chloroform, the final effect can be 
modified by making constantly available an ade- 
quate supply of oxygen. Just as nitrous oxide and 
oxygen anesthesia may cause extensive necrosis in 
the liver of man when an insufficient amount of 
oxygen in the anesthetic mixture causes oxygen 
want, so, too, severe cardiac decompensation can 
likewise be the motivating influence in causing wide- 
spread hepatic necrosis. 

Regardless of the mechanism by which liver in- 
jury is produced, the extent and degree of degenera- 
tion or necrosis is influenced adversely by periods of 
dietary deficiency prior to exposure to the noxious 
agents. Provided the diet contains adequate carbo- 
hydrates and proteins, as much as 50 per cent of 
the total number of calories ingested may be given 
as fat, and repair will proceed as if the fat content 
were low. The disadvantage of markedly reducing 
the fat even during the preoperative period is that 
too great a restriction of fat in the diet invariably 
results in a lowered total caloric intake. Even in 
the presence of obstruction of the common bile duct, 
a diet adequate in carbohydrate and protein, and 
which contains considerable amounts of fat, can be 
ingested and hepatic cellular regeneration can be 
facilitated at a maximal rate. : 
Eart O. Latimer, M.D. 


Portal Hypertension and Its Surgical Therapy 
(Ueber den portalen Hochdruck und seine chirur- 
gische Behandlung). HorrMann. Muench. 
med. Wschr., 1951, 93: 1887. 


Portal hypertension can be of intrahepatic or 
extrahepatic origin. The first form is usually caused 
by cirrhosis of the liver, while the latter may be 
due to obstruction either of congenital or acquired 
character. Atresia of the portal and umbilical veins 
may serve as an example of the congenital type, 
while portal thrombophlebitis, which in turn is the 
sequel of such conditions as appendicitis, cholecys- 
titis, pancreatitis, or peptic ulcer, is an example of 
the acquired type. 

The results of Talma’s omentopexy, injections of 
sclerosing substances into esophageal varices, liga- 
tion of the splenic artery, and splenectomy are 
insufficient to counterbalance the effect of portal 
hypertension. Laterolateral or lateroterminal por- 
tacaval anastomosis is preferable to splenorenal 
shunt because the latter carries a greater danger of 
early or late thrombosis. 

Manometry of the portal pressure as well as 
phlebography should be done on the operating table 
before the decision to establish a shunt is made. To 
facilitate these procedures the author employs a 
transverse curvilineal incision, convex upward, which 
extends from the right costal arch to the left and 
lies 2 fingerbreadths above the umbilicus. If neces- 


sary, this incision can be extended along the right 
ninth rib into the chest to provide good exposure of 
the portacaval area after elevation of the liver. On 
the other hand, this incision facilitates splenectomy 
or splenorenal anastomosis. A manometric pressure 
within the portal vein which exceeds 20 cm. confirms 
the diagnosis of portal hypertension, while phlebog- 
raphy furnishes information regarding the location 
and the extent of the obstruction as well as the 
extent of the collateral circulation. The choice of 
operation—splenectomy, splenorenal or portacaval 
shunt—depends on the location of the obstruction. 
To avoid grave postoperative hemorrhage, heparin 
is employed only if the stoma between the portal 
vein and the vena cava is relatively small and thus 
predisposes to thrombosis. JosepH K. Narat, M.D. 


Effects of the Ligation of the Hepatic Artery in 

s. D. Fraser, A. M. Rappaport, C. A. Vuyt- 

STEKE, and A. R. COLWELL, Jr. Surgery, 1951, 30: 
624. 

The hepatic artery was ligated in 31 normal dogs; 
20 received postoperative antibiotic therapy for 10 
days, but 11 did not receive antibiotics. The anti- 
biotic therapy reduced the mortality rate after 
ligation of the hepatic artery from go per cent to 
35 per cent. 

Both bacterial proliferation and reduced arterial 
blood supply were important factors in causing 
hepatic necrosis and death following ligation of the 
hepatic artery. The evidence suggested that a varie- 
ty of micro-organisms might be implicated in the 
former factor. 

A number of dogs died despite intensive anti- 
biotic therapy. Hepatic necrosis was present, and, 
in some of the dogs, there was evidence to suggest 
that death had resulted from an ischemic necrosis 
which had developed despite complete suppression 
of bacterial proliferation by the administration of 
the antibiotic agents. 

In a small group of dogs which received a combi- 
nation of antibiotics both before and after ligation 
of the hepatic artery, the mortality rate did not 
differ from that of dogs receiving penicillin only. 

Although penicillin therapy greatly reduced the 
mortality following ligation of the hepatic artery, 
there was strong evidence that a hepatic necrosis 
occurred postoperatively in more than half of the 
survivors. In these, however, the lesion was transi- 
tory and despite discontinuance of the penicillin 
therapy, no subsequent development of hepatic in- 
sufficiency was observable. 

A small, fairly constant increase in the collateral 
arterial circulation to the liver was observed in all 
animals examined. This was considered to be at 
least one of the compensatory changes which oc- 
curred during the 10-day period following complete 
obstruction of the hepatic artery. 

Liver function tests were carried out in the dogs 
treated with antibiotics. Two-thirds of the dogs, 
after a transient liver insufficiency, showed normal 
liver function tests on the twelfth day after opera- 
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Fig. 1 (Karabin). Diagrammatic illustration of the 
position of the residual cyst in the ligamentum teres of 
the liver. 


tion. In a group of 4 dogs the liver insufficiency 
recurred to a slighter degree and lasted from 2 to 
3 weeks. CuarLEs Baron, M.D. 


Cyst in the Ligamentum Teres of the Liver; Rem- 
nant of the Umbilical Vein. Joun E. KaraBin. 
Am. J. Surg., 1951, 82: 513. 

The fetal left umbilical vein situated in the falci- 
form ligament of the liver normally obliterates 
itself at birth to form the ligamentum teres hepatis 
in the adult. Failure of obliteration results in a cyst 
in the ligament as found in the case presented by 
the author (Figs. 1 and 2). 

The case reported was that of a 24-year-old white 
female who presented pain in the upper abdomen of 
6 weeks’ duration. The operative and the patho- 
logical findings were as illustrated in the figures. The 
cyst in this case was easily excised surgically. 


A Study of a New Cholecystokinetic Preparation: 
the Cholecystotest (Studio sopra un nuovo pre- 
parato colecistocinetico: il colecisto-test). P. C. 
Monateri. Minerva med., Tor., 1951, 42: 316. 


The author has tried a new synthetic agent which 
aids in x-ray visualization of the gallbladder. This 
agent aids in concentrating the bile in the gall- 
bladder and at the same time helps to empty it. 
It combines the hydrating and fat meal tests used 
separately as aids to visualization. The substance 
is referred to as the “cholecysto-test.” Twenty 
grams of the agent are dissolved in 100 c.c. of water 
and given after scout films are taken. In certain 
cases it is given at night before the dye is administer- 
ed to help empty the gallbladder and allow it to fill 
with bile containing dye. 

Better visualization is obtained with this sub- 
stance than with the hydrating or fat meal test. This 
was proved by using the two techniques on the same 


Falciform 


ligament 


Fig. 2. Sagittal section illustrating the relationship 
of the cyst in the falciform ligament to other abdominal 
organs. (Courtesy of American Journal of Surgery.) 


patient. The new procedure does not interfere with 
subsequent gastric examination if this is desired on 
the same morning. Lucian J. Fronputt, M.D. 


Cancer of the Gallbladder (Cancer de la vesicula 
biliar). Luis Gravano. Dia méd., B. Air., 1951, 
23: 2605. 

The author discusses the clinical manifestations, 
pathology, and surgical therapy in a case of cancer 
of the gallbladder. The patient presented moderate 
right hypochondralgia of 2 months’ duration fol- 
lowed by gradually intensifying icterus, clay-colored 
stools, and brownish urine. The liver was palpable 
4 fingerbreadths below the costal margin and was 
found to be nontender, firm, and smooth. The gall- 
bladder was enlarged to the size of an orange. The 
chemical hepatogram was emphatically indicative 
of obstructive icterus without hepatocellular dam- 
age. Duodenal drainage yielded sufficiently high 
lipase and trypsin values to rule out carcinoma of the 
head of the pancreas and of the ductus choledochus. 
Liver biopsy disclosed normal cellular elements. 
Peritoneoscopy disclosed a thickened, enlarged gall- 
bladder dotted by yellowish gray nodules. At 
laparotomy, the carcinoma had permeated the gall- 
bladder wall and involved the liver, duodenum, and 
pyloric portion of stomach, thus being inoperable. 
The patient had had cholelithiasis with clinical 
symptoms Io years prior to the icterus. 

The association of cholelithiasis and cancer of the 
gall bladder appears sufficiently often to be a valid 
argument for cholecystectomy after the age of 4o 
for cholelithiasis. The incidence is higher in women, 
while the incidence of carcinoma of the extrabiliary 
ducts is higher in men. Early diagnosis of cancer of 
the bladder is at present impossible as the disease 
manifests itself by the late signs of pressure caused 
by the growth, by metastasis, and by ascites. 
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Initially, pain may be absent entirely, very excru- 
ciating, or relatively mild. It may be in the lumbar 
region, or in the hypochondrium (radiating or non- 
radiating). At surgery, the gallbladder may be 
emapyematous, shrunken down by a scirrhous adeno- 
carcinoma, or voluminous as in gelatinous cancer. 

In advocating routine surgery for cholelithiasis it 
must not be overlooked that with the most experi- 
enced workers, the surgical mortality for cholecys- 
tectomy is 1.5 per cent. 

MicueEt Drosrinsky, M.D. 


The Sulfonamides and the Antibiotics in the Treat- 
ment Preliminary to Cholecystectomy (Sul- 
fonamide und Antibiotika in der Vorbehandlung zur 
Cholecystektomie). Oskar Baur and Goetz Lin- 
ZENMEIER. Wien. med. Wschr., 1951, 101: 721. 


Histologic study was made of 260 gallbladders re- 
moved at operation, and bacteriologic examination 
of the bladder contents was carried out on 221 of 
these specimens, This material was procured during 
the period from 1947 to 1950. Of all the patients, 91 
were operated on in the presence of inflammatory 
complications and 34 of these received preliminary 
—— with the sulfonamides, the antibiotics, or 
both. 

The preoperative medication usually included at 
least 2 million Oxford units of penicillin, given ac- 
cording to the usual schedule, or 32 to 4o gm. of 
sulfonamide, or both medications were administered 
concurrently. The sulfonamides chosen depended, of 
course, upon the type of gallbladder infection pres- 
ent, but they were always the modern preparations, 
care being taken to choose those brands which are 
less easily acetylized by the passage through the liver 
(badional, aristamid). 

The excretion into the bile tract of the sulfona- 
mides and the antibiotics is different with different 
preparations; however, in all cases such elimina- 
tion—provided that the cystic duct is not blocked, 
that severe liver damage is not present, and that 
cholangitis is not a factor—is sufficient to produce 
a lowering of the fever, an improvement of the 
general condition, and even disappearance of the 
leucocytosis. 

For the passage through the liver, even if com- 
pletely acetylized sulfonamides are used, the afore- 
mentioned improvement of the general manifesta- 
tions seems to be obtainable. The authors admit 
that aureomycin or even chloromycetin would be bet- 
ter; however, these drugs are still scarce and costly 
and must be reserved for the more severe conditions, 
such as the peritonitides. Nevertheless, with the 
medicaments at hand the inflammatory complication 
of cholecystectomy has been abolished. No patients 
who have received the preliminary treatment with 
the sulfonamides, penicillin, or both, died. 

Rendering the cholecystitic process safe for sur- 
gery, as described above, does not mean that the in- 
dications for operative therapy have been modified. 
The rigidly conservative treatment of the perichole- 
cystic infiltrations is not changed as a result of the 


favorable general outcome of preliminary therapy. 
However, the interval of waiting for the disappear- 
ance of the acute inflammatory condition before 
operation, may, in this manner, be considerably 
shortened. 

The histologic examination of the removed gall- 
bladder reveals a marked contrast between the mani- 
festations of general improvement procured by the 
preliminary treatment and the findings at operation. 
The histologic findings in the removed specimen do 
not suggest any marked reduction of the original in- 
flammatory pathology when compared with the 
findings in the cases in which preliminary therapy 
was not used. 

Bacteriologically, however, the removed speci- 
mens show evident damage to the gram-positive 
bacteria (staphylococci, streptococci). The authors 
therefore conclude that the future problem in this 
work lies in influencing the Bacillus coli and the 
enterococcus by preliminary antibiotic therapy, and 
they concede that the solution of this problem might 
be found in aureomycin. The development of effec- 
tive preliminary therapy against the Bacillus coli 
and the enterococcus would relieve the operative 
disease of the gallbladder of its most potent threat. 

Joun W. BRENNAN, M.D. 


Peristalsis of the Choledochus. Theory of Biliary 
Excretion (Peristalsis del coledoco. Teoria da la 
excreci6n biliar). Pasiro L. Mrrizzi. Prensa med. 
argent., 1951, 38: 2409. 

Mirizzi has maintained for many years that there 
is an active contractile peristaltic component in the 
physiologic activities of the main bile duct. He now 
makes the statement that, while he and the other sup- 
porters of this theory have not been able to adduce 
evidence which cannot be disputed, there have been 
only a few authors who have actively taken the 
trouble to deny the truth of the theory. 

The author here again proceeds to present such 
evidence as he has—much of which has previously 
been reported—with reference to the presence of 
active peristaltic movements in the choledochus. In 
the first place there were experiments on 37 dogs, in 
which peristaltic movements were demonstrated in 
the choledochus, both after simple injection from the 
cystic duct, and following filling after the adminis- 
tration, through the duodenal tube, of magnesium 
sulfate. The author also mentions a patient in 
whom, following cholecystic drainage for noncalcu- 
lous cystitis, the choledochus could be filled and its 
powerful movements observed following the intra- 
muscular administration of prostigmin. Finally, 
there was a patient with a supernumerary bile duct 
passing from the liver to a point at about the junc- 
tion of the cystic and main ducts. In this instance 
the supernumerary hepatic duct did not fill with the 
first injection of the common duct; however, it did 
fill later under such circumstances as could only sug- 
gest active contraction of the common duct. 

The author now turns to the operative (peropera- 
tive) cholangiogram. A series of cholangiograms are 


appended, showing practically every point men- 
tioned in his theory regarding the entire process of 
emptying of the bile. Of course, these figures are 
based on conditions which are pathologic, but their 
constancy and observations made at operation were 
of material assistance to the author in forming his 
theory. 

The author believes that the bile in the resting 
digestive periods in the normal being flows through 
the hepatic ducts but is restrained and enters the 
gallbladder on account of the contracted condition or 
actual antiperistalsis of the main bile duct, its return 
up the trajectory of the hepatic ducts being hin- 
dered by their active contraction, particularly of 
their distal portions. With digestion, the vesicular 
contents, which have become concentrated, are ex- 
pelled from the gallbladder; however, since they can- 
not return to the hepatic biliary passages they are 
forced downward into the choledochus. Here an 
active peristalsis, with relaxation of the sphincter 
of Oddi, passes the bile onward into the duodenum. 

The author concerns himself exclusively with the 
physiologic processes and leaves the anatomical dis- 
putations to the anatomists and pathologists. 

Joun W. BRENNAN, M.D. 


Annular Pancreas. B. J. Bickrorp and J. C. F. Luoyp 
Brit. J. Surg., 1951, 39: 49. 


In a review of the literature the author found 58 
documented cases of annular pancreas, 18 of which 
came to operation. Of the operative cases, 3 were 
those of infants and 15 those of adults. The condition 
is easily overlooked even at the operating table, and 
it is probable that the incidence of the disease is 
higher than the recorded number of cases suggests. 

Gastrojejunostomy is probably the best method of 
treatment, but if the ring is thin and can be easily 
exposed, division of the constricting ring may be 
performed instead. In the patients treated by oper- 
ation the prognosis is relatively good. 

The authors report a case which was the twelfth 
one in the literature in which the operation was suc- 
cessful. FREDERICK W. PREsTON, M.D. 


The Neurogenic Agent in the Pathogenesis of the 
Acute Pancreatopathies (L’agent neurogéne dans 
la pathogénie des pancréatopathies aigués). Or- 
LANDO F. Lonco, Cartos Sosa GALLARDO, and 
ALFREDO FERRARIS. Acta. gastroenter. belg., 1951, 
14: 583. 

In an experimental study on dogs, the authors 
found that stimulation of the left splanchnic nerve, 
or of its peripheral endings, produces changes in the 
pancreas, which are identical with those occurring in 
acute pancreatitis in the human. The vasoconstric- 
tor fibers seem not to be the exciting factor. If they 
are inhibited by tetra-ethyl-ammonium chloride, the 
pancreatic changes are still produced. On the con- 
trary, if the left splanchnic nerve is sectioned and is 
left alone for at least 7 days, or until Wallerian de- 
generation occurs, one can still induce some lesions 
by stimulation of the peripheral endings. 
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From these experiments, the authors conclude 
that the sensory fibers of the splanchnic nerve par- 
ticipate in the alterations produced, apparently 
chiefly in the initial vascular changes which result 
from stimulation of these sensory fibers. 

Epwarp W. Grsss, M.D. 


Aureomycin in Experimental Acute Pancreatitis of 
s. PrErsky, Fritz B. ScHWEINBURG, 
STANLEY JacoB, and JacoB FINE. Surgery, 1951, 

30: 652. 

A lethal acute hemorrhagic pancreatitis was pro- 
duced regularly in dogs by the injection of ro c.c. of 
bile into the pancreatic duct. 

Aureomycin given orally for several days before 
or after injection of the bile resulted in roo per cent 
survival. 

Intravenous aureomycin or parenteral penicillin 
therapy resulted in survival in only 40 per cent. 

Bacteriologic studies confirm the conclusions from 
earlier work that the normal liver and pancreas of 
dogs frequently harbor micro-organisms, predomi- 
nantly clostridia. 

In dogs dying of hemorrhagic pancreatitis there is 
a marked increase in bacteria, particularly clostridia, 
in the liver and pancreas, as well as a high incidence 
of clostridia in the peritoneal fluid and in portal 
vein blood. 

Since the survival rate following the prophylactic 
use of polyvalent gas gangrene antitoxin was 60 per 
cent, it is apparent that the clostridia are a dominat- 
ing influence in the lethal outcome of the untreated 
disease. 

The much greater effectiveness of the oral as com- 
pared to the parenteral route of administration of 
the antibiotic indicates that the organisms which 
invade the tissues from the intestine following the 
onset of pancreatitis are the major source of the 
pathogenic organisms involved in the lethal outcome 
of this disease in dogs. CHARLES Baron, M.D. 


Up-to-Date Experience with Total Duodenopan- 
createctomy (L’expérience qu’on a, jusqu’ici, de la 
duodéno-pancréatectomie totale). JEAN PATEL, 
MIcHEL ArsAc, and Maurice REpor. Presse méd., 
IQ51, 59: 1267. 

There is no unanimity of opinion as to the indica- 
tions for and the advantages of total pancreatec- 
tomy. This operation has been recommended for 
cancer, lithiasis, or Langerhans’ adenoma of the 
pancreas. According to the literature, the operation 
was performed on only 2 patients for the last men- 
tioned condition. Statistics show rather poor results 
of this operation performed for pancreatic stones. 
With regard to cancer, it served as an indication in 
25 cases, and the authors are adding 1 case of their 
own. The postoperative diabetes was “insulin- 
unstable,” and the patient expired 2 months after 
the operation. 

An operation of this magnitude should be under- 
taken only after the diagnosis of malignancy has 
been confirmed by roentgenometry, cholecystog- 
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raphy, also cholangiography, and frozen sections 
done in the course of the exploration. 

“Acrobatic surgery” in the form of total pan- 
createctomy combined with gastrectomy, duodenec- 
tomy, splenectomy, excision of the transverse colon 
and the omentum is a proof of the surgeon’s manual 
dexterity rather than of his sound judgment. 

The risk of an external pancreatic fistula after re- 
section of the head of the pancreas is negligible. 
Plurifocal tumors may remain in situ and late results 
of such a procedure are mediocre, but these dis- 
advantages are of minor importance in comparison 
with the pitiful remote sequelae of the radical 
operation. 

Hypoglycemia represents a real danger of insulin 
therapy of diabetes following total pancreatectomy 
because the sensitivity of the patient to insulin is 
unpredictable and because the blood sugar level 
may fluctuate from day to day. Although the 
threshold of renal elimination of sugar in such pa- 
tients is elevated, there is no parallelism between 
glycemia and glucosuria and therefore urine tests do 
not offer any suggestions as to the amount of insulin 
needed. Moreover, digestive disturbances interfere 
with the assimilation of sugar, and acidosis as well 
as the absence of automatic regulation further com- 
plicates the situation. It follows that postoperative 
diabetes is extremely difficult to manage. 

Finally, the suppression of external pancreatic 
secretion has a profound effect on the nutrition, 
which can be combated to some extent by the iriges- 
tion of pancreatin. 

The authors conclude that promising results of 
total duodenopancreatectomy may be expected only 
in very early stages of cancer of the pancreas. 

Josepu K. Narat, M.D. 


Late Hemorrhage Following Traumatic Rupture of 
the Spleen (Sulle emorragie tardive da rottura 
traumatica della milza). G. GALVANo and P. Lo 
Giupice. Policlinico, sez. prat., 1951, 58: 1161. 


The author presents two case reports of late hem- 
orrhage following traumatic rupture of the spleen. 
In the first case the hemorrhage occurred 22 days 
after the injury. At operation, the spleen was found 
to be enlarged, and to weigh 400 gm. It was con- 
sidered to be a malarial type of spleen, and the 
patient had had 3 attacks of malaria. In the second 
case the spleen was normal, and the hemorrhage 
followed the injury by about 60 hours. The authors 
have observed 12 ruptured spleens in a period of 11 
years, and the 2 cases described represented the only 
ones with late hemorrhage. 

The authors believe that the latent period from 
trauma to hemoperitoneum, with its symptoms of 
shock, is dependent upon the size of the subcapsular 
hemorrhage. A small hemorrhage may be followed 
by rupture of the capsule after a prolonged period, 
while large hemorrhages will cause rupture in a 
short period. The literature is reviewed and latent 
periods of from 60 hours to 18 months are reported. 

Lucian J. Fronpvti, M.D. 


Results of Splenectomy; A Follow-Up Study of 140 
Consecutive Cases. Epwarp M. MILLER and 
ALBERT B. HAGEDORN. Ann. Surg., 1951, 134: 815. 

In recent years, the diverse functions of the spleen 
in normal physiology have become more clearly de- 
fined. A natural accompaniment of this increased 
understanding has been the development of the con- 
cept of ‘“‘hypersplenism.” The hypersplenic state is 
not peculiar to one disease entity, but is the manifes- 
tation of a splenic instability, either primary or sec- 
ondary, which may accompany several clinical syn- 
dromes of widely divergent characteristics. Never- 
theless, a single therapeutic procedure—splenectomy 
—is usually indicated in whichever clinical situation 
hypersplenism exists. Studies of the response to 
splenectomy in selected groups of cases in which the 
hypersplenic state has been categorized (for example, 
congenital hemolytic icterus, thrombocytopenic 
purpura, or congestive splenomegaly) have yielded 
valuable information regarding prognosis in these 
conditions. We considered that a 5 year follow-up 
study of unselected, consecutive splenectomies, based 
on the preoperative clinical diagnoses, might shed 
further light on the ultimate outcome of the patient 
with hypersplenism. 

The records of 140 consecutive patients who had 
undergone splenectomy at the Mayo Clinic during a 
3 year period (1942 to 1944 inclusive) were studied. 
Cases in which the spleen was removed as a second- 
ary procedure (as in total gastrectomy for carci- 
noma), or in which splenectomy was performed for 
traumatic splenic rupture were not included. 

The following conclusions were made: 

Splenectomy is indicated in all instances of pri- 
mary hypersplenism; in carefully individualized 
cases of secondary hypersplenism splenectomy may 
provide effective palliation. Splenectomy will be 
curative in the great majority of cases of congenital 
hemolytic icterus and primary thrombocytopenic 
purpura. In about half of the cases of acquired 
hemolytic anemia of the primary type, splenectomy 
produces sustained remissions. Splenectomy is 
justifiable as a diagnostic measure in the presence of 
splenomegaly when the presence of agnogenic myeloid 
metaplasia has been excluded by means of bone 
marrow studies. The discouraging results of splenec- 
tomy in the great majority of cases of congestive 
splenomegaly should stimulate further investigation 
for a procedure of curative value. The high inci- 
dence of accessory splenic tissue demands careful ex- 
ploration of the entire peritoneal cavity at laparoto- 
my. Greater emphasis on preoperative bone marrow 
studies will clarify the indications for, and contra- 
indications to, operative intervention. 


MISCELLANEOUS 


Intestinal Occlusion Resulting from Incarceration 
of Internal Herniae (Sulle occlusioni da strozza- 
mento di ernie interne). PrerRO PASTORMERLO. 
Policlinico, sez. prat., 1951, 58: 1390. 

Four cases of incarcerated internal hernia are re- 
ported. There was an instance each of hernia of the 
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upper and lower ileocecal spaces, one of strangula- 
tion of a small unsuspected inguinal hernia, present 
since childhood, and one of hernia of the lateral pre- 
bladder space, that is, into the potential pocket 
arising between the urachal band and the lateral 
bladder ligament below, and between the anterior 
bladder wall behind and the posterior aspect of the 
pubis in front (fossette prevesical lateral). 

The patient with hernia of the upper ileocecal 
space was 8o years of age, with albumin 2 plus, granu- 
lar cylinders in the urine, an enlarged heart, and evi- 
dence of pulmonary congestion, yet she was success- 
fully operated upon and recovered fully. On the 
other hand, the 45-year-old male with the small 
strangulated inguinal hernia, because of the neglect 
of the relatives who did not summon a physician for 
more than a week, did not survive the rapidly per- 
formed operation. The remaining 2 patients sur- 
vived the operation and are reported to have 
recovered completely. 

In the case of the inguinal hernia, the hernia was 
suspected and at operation the proper incision was 
made; however, the hernial sac could be detected 
only after the abdomen had been opened and the dis- 
tended ilial gut followed down to the point of stran- 
gulation. In the other cases the diagnosis of strangu- 
lated internal hernia could not be made preoper- 
atively, this despite the fact that the symptoms were 
always those of intestinal occlusion and not essen- 
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tially divergent from the symptoms encountered in 
hernias of the external variety. 

In the case of hernia of the lateral prebladder 
space no mention is made of urinary symptoms 
(presumably there were none); however, the author 
did mention the value of the demonstration of such 
sign, in addition to those of intestinal occlusion, in 
the differentiation of these incarcerations and of 
neighboring internal supravesicular incarcerations 
(strangulations produced by a persistent fetal ura- 
chal structure), either in the form of urinary pain and 
tenesmus (Fromme) or cystoscopic findings. Other- 
wise these peculiar forms of strangulated hernia, 
apparently, cannot be diagnosed preoperatively. 

The author concludes that the sudden onset of ab- 
dominal pain and symptoms of intestinal occlusion 
should always arouse the suspicion of the presence of 
a strangulated internal hernia and that radiologic 
and laboratory examinations should be made at once 
in an attempt to establish the diagnosis. If, despite 
these precautions, such a diagnosis cannot be arrived 
at, the operation should not be delayed, because 
even a few hours may spell the difference between 
life and death of the patients. Advanced age in itself 
should not interfere with the operation, nor should a 
deteriorated general condition do so because with a 
rapid and skilled technique even these grave consid- 
erations may be disregarded with impunity. 

Joun W. BRENNAN, M.D. 
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Treatment of Uterovaginal Prolapse (Traitement des 
prolapsus utéro-vaginaux). G. RouHIER. Sem. hép. 
Paris, 1951, 27: 3019. 

The author considers two kinds of prolapse, one 
that is evident and one that is hidden by a perineum 
which is of only cutaneous structure. The latter 
type can cause just as much trouble as the former 
and must be treated surgically. 

Three different kinds of operations may be re- 
quired. If only a cystocele and rectocele are present, 
with a nondescending uterus, the repair consists of 
restoration of the support mechanism (anterior 
colporrhaphy and posterior colpoperineorrhaphy 
with suture of the levator ani). In case the uterus 
has descended, fixation is necessary and is carried 
out through the abdomen by fixation of the isthmus, 
so that it will not interfere with later pregnancies. 

Total prolapse in an old woman is treated with 
total or subtotal colpotomy, vaginal hysterectomy, 
and vulvoperineal repair. A small vagina results. 

The techniques of interposition of the uterus 
(Schauta-Wertheim and variations) with folds of 
the parametria before the cervix, and cervical 
amputation are rejected. 

The necessity for pessaries, temporarily or in 
patients who refuse operation, is discussed. 

GERTRUDE J. VAN Eck, M.D. 


Endometriosis of Cervix Uteri with the Formation 
of a Large Endometrial Cyst. Vernon H. 
Pracer, Harry M. NeEtson, and Donatp C. 
BEAVER. J. Am. M. Ass., 1951, 147: 852. 


The case reported is that of an unusually large 
endometrial cyst of the cervix uteri, associated with 
cervical endometriosis. The cyst presented posterior- 
ly and filled the rectovaginal space in such a manner 
that the diagnosis of pelvic abscess was first consid- 
ered. Although the cyst had undoubtedly been 
present for a considerable time, the onset of related 
symptoms, consisting of severe lower abdominal pain 
and back pain, was acute. Joun R. Wotrr, M.D. 


Carcinoma of the Cervix. OLIVER CHANCE. IrishJ. M. 
Sc., 1951, 6: 406. 

Three hundred and eight patients with cancer of 
the cervix were seen at St. Anne’s Hospital, Dublin, 
Ireland, between 1938 and 1944. Two hundred and 
fifty-nine received radiation treatment. The re- 
mainder were considered to have too advanced lesions 
or they refused treatment. 

Eighty-two, or 26 per cent, were known to be 
alive 5 years later. This survival rate, as in most 
statistical reports, is misleading. Not all patients 
are traced. Other methods of treatment such as 
radical surgery might have yielded a higher survival 
rate, but certainly more of these patients would have 


been ill from the results of this surgery. The relative 
happiness and usefulness of the patient treated with 
radium are certainly greater than those of her neigh- 
bor who has had her uterus, bladder, and rectum 
successfully removed. 

In an effort to overcome the fallacies of statistical 
analysis, the survival rate is divided by the appro- 
priate factor obtained from the standard expected 
deaths of the age group presented during the 5 
year period. In this survey the corrected survival 
rate was found to be 28 per cent. 

Joun R. Worrr, M.D. 


Mistakes in Interpretations of Intraepithelial 
Carcinoma. Epmunp R. NovAK and GERALD A. 
Gatvin. Am. J. Obst., 1951, 62: 1079. 


Twenty-five cases in which a diagnosis of intra- 
epithelial carcinoma was made by preoperative 
biopsy, but not confirmed by laparotomy, have been 
analyzed for their sources of error. The most com- 
mon mistake leading to premature unnecessary op- 
eration has been a misinterpretation of varying de- 
grees of basal cell hyperactivity for genuine ‘carci- 
noma in situ. Patients suspected of intraepithelial 
carcinoma should never be treated hastily, and all 
cases should be confirmed by repeat biopsy. Possible 
confusing and mimicking lesions should be ruled out 
wherever possible. Where biopsies are repeatedly 
equivocal, sharp conization of the cervix is recom- 
mended as a valuable diagnostic adjunct. 

CHARLES Baron, M.D. 


Gastrointestinal Complications of Irradiation for 
Carcinoma of Uterine Cervix. Epwin F. AUNE 
and BENJAMIN V. WuHiTE. J. Am. M. Ass., 1951, 
147: 831. 

A follow-up study was made of 670 patients 
treated by radiation techniques for carcinoma of the 
uterine cervix, to determine the incidence of gastro- 
intestinal complications and their clinical features. 
The large number of individuals with transient 
“radiation sickness’? were omitted from considera- 
tion. 

Twenty-three patients had evidence of frank in- 
jury (to the mucosa of the rectosigmoid in 17 cases 
and to the ileum in 6 cases). 

Most of the patients with involvement of the 
rectosigmoid had predominantly colitic symptoms, 
such as tenesmus, diarrhea, and the passage of blood 
by rectum. A few patients had evidence of mechani- 
cal ileus as a result of scarring or edema. 

All patients with injury to the ileum were recog- 
nized because of evidence of obstruction of the small 
bowel, i.e., distention, colic nausea, vomiting, or 
obstipation. 

There were 3 fatalities from peritonitis secondary 
to the perforation of radiation ulcers. 

Joun R. Wotrr, M.D. 
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Radical Hysterectomy with Bilateral Pelvic Lymph 
Node Dissections. A Report of 100 Patients 
Operated on 5 or More Years Ago. Jor VINCENT 
Mercs. Am.J. Obst., 1951, 62: 854. 


For some years prior to 1939, after an experience 
of more than 25 years with the radiation treatment 
of cervical cancer, the author was dissatisfied with 
the treatment for this disease as given in our clinics. 
He then visited the operative clinics in Europe and 
America. In 1939, a few patients who had had full 
radiation and who had persistent disease were 
operated upon. The results were not spectacular, 
but with the advent of sulfonamides to prevent in- 
fection it was decided that a definite program should 
be outlined with the expectation that operation (us- 
ing all the methods of modern surgery) might cure as 
many patients as radiation therapy. 

In 1939, an operative series of 100 patients was 
begun with the author as the surgeon for all of the 
patients. No staff member or resident was allowed 
to interrupt the sequence until 100 patients had been 
operated upon. The series developed slowly and in 
1946 the hundredth patient was operated upon and 
the series completed. Five years have now passed, 
the follow-up has been thorough, and the results are 
presented. Seventy-eight patients are living. 

With careful surgery and the use of sulfonamides 
and antibiotics, 100 patients were operated upon 
with no hospital mortality. The operation is now a 
successful surgical procedure and does not carry the 
great danger that it did in former days. Over 280 
combined radical hysterectomies and pelvic lym- 
phadenectomies have been done by all members of 
the author’s staff, including residents, with but 2 
deaths—one due to embolism and one to rupture of 
an aneurysm of the circle of Willis. The operation 
has become a part of the regular attack upon cancer 
and at the present time at least 50 per cent of all 
patients are operated upon. 

This operation is not the Wertheim operation. 
Wertheim did not routinely dissect the pelvic 
lymph nodes. Meigs believes that positive lymph 
nodes cannot be determined by inspection, palpa- 
tion, or visualization, and that the only proof that 
lymph nodes are positive or negative is examination 
in the pathology laboratory after their removal. 
Taussig carried out careful, nearly en bloc dissections 
of nodes of the pelvis, and his attack, added to the 
Wertheim radical hysterectomy, is the operative 
procedure under discussion. It should be called by 
the long name given as that is the only adequate 
descriptive name for this operation. 

The reasons for doing surgery are: recurrence after 
radiation, radiation resistance and sensitivity, lack 
of bowel injury, and lack of node sterilization by 
radiation. The operative procedure and the surgical 
convalescence are much less strenuous for the pa- 
tient than x-ray treatment and radium. The surgical 
operation becomes more and more radical as the 
surgeon becomes more and more adept, and more 
and more complications occur as there are more 
possibilities for injury to the nerves, blood vessels, 


and other tissues. Surgical treatment is satisfactory. 
- superior to full radiation treatment, and it is 
safe. 

The material for this series has been from private 
cases from the wards of the Vincent Memorial Hos- 
pital, the Palmer Memorial Hospital, and the Pond- 
ville Hospital, Boston, Massachusetts. At first the 
patients were very carefully selected and but few 
were operated upon, and the latter were excellent 
risks, but after the operation was established and its 
possibilities explored, the only guide was the pa- 
tient’s physical condition, not the size of the tumor. 
One can operate upon patients in stages 1, 2, 3, and 
4, but for this series those in stages 1 and 2, in most 
instances, and a few in stage 3 were included. De- 
cision for operation does not depend upon the extent 
of the tumor in the cervix, vagina, and paracervical 
and paravaginal tissues, but only upon whether or 
not the patient is a good risk. This after all is the 
essence of good surgery. One must not forget that 
we have radiation, which is generally considered the 
best way to treat the disease. If a patient’s condi- 
tion does not seem to be such that one can success- 
fully operate upon her, it is much better to give 
radiation therapy. 

In this report, patients with cancer in situ, in- 
traepithelial cancer, or incipient cancer have been 
excluded. Recently, all of the 100 cases have been 
subjected to pathological re-review. It is necessary 
to report that 13 of the 100 cases are now classified 
as noninvasive cancer. One has been diagnosed as 
cancer of the endometrium with direct invasion of 
the cervix, and another as an endometrial cancer. In 
this report, these 15 cases will be discarded, leaving 
85 cases that are admitted to be invasive cancer of 
the cervix. All of the 15 patients survived 5 years. 
There can be no question that the 85 patients had 
true cervical cancers. The discard of the 15 patients 
naturally decreases the percentage of good results in 
stage one. The number of patients in stage 2 remains 
the same, but the incidence of lymph node involve- 
ment is increased. 

Glandular invasion is not invasive cancer. If there 
should be a very slight or microscopic break-through 
of either type, the diagnosis of cancer should be 
made, but if the break-through is only microscopic 
and the tumor is not visible to the naked eye, it 
should be excluded. The diagnosis of true cervical 
cancer should be made only when the tumor is 
visible or can be curetted from the endocervix, and 
when it has broken through the basal layers of the 
cervical and glandular epithelium. True cervical 
cancer must be seen macroscopically, as well as 
microscopically. These are the criteria Meigs has 
laid down for himself and he believes that everyone 
who has previously reported patients cured by radi- 
ation in stage 1 should review his slides with the idea 
of reporting only true cervical cancers. 

The technique of the operation has been described 
in other publications by the author. 

Positive lymph nodes have been frequent, the 
obturator and iliac group being involved most com- 
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monly. Of the group 22.4 per cent had positive 
nodes—in stage 1, 17.5 per cent and in stage 2, 
32.1 per cent. The more widespread the disease, 
the more involvement of the lymph nodes was ob- 
served. Of 19 patients with positive nodes, 5 
(26.3%) have lived 5 years. 

The most frequent and difficult complication is 
ureteral fistula. Bladder problems are frequent. 
Apparently the operation, and especially the more 
radical type, injures the nerve supply to the bladder 
and prevents normal function. It often takes weeks 
before voiding is easy and spontaneous. Patients 
may not be able to recognize a full bladder for as 
long as a year or more after operation. They do well 
and only occasionally have cystitis or pyelitis. This 
is not a healthy condition, but no real disasters have 
occurred because of it. Fifty of the patients were 
subjected to intravenous pyelography from 3 to 10 
years following their operation, but few had any 
permanent changes in the ureter or kidney pelvis. 
Bowel problems are no different from those occurring 
following any pelvic surgical procedure. No recto- 
vaginal or other bowel fistulas or injuries have oc- 
curred following surgery. Phlebitis and embolism 
are rare. Only 1 patient died of this disaster among 
a group of 280. 

Meigs is avoiding the combination of radiation 
therapy and surgery. No doubt the local lesion can 
be destroyed by radiation in a certain percentage of 
cases but the firmly fixed pelvis so frequently 
observed after combined radiation and surgery is 
not found after surgery alone. Because of the very 
few recurrences in the vagina or in and about the 
scar in the vagina, local destruction of the pro- 
liferated tumor by either radiation or cautery is not 
necessary. 

There was no postoperative mortality in the first 
85 patients. These were given proper sulfonamide 
and antibiotic treatment, and no patient died be- 
cause of her operation. It is impossible to deny the 
value of sulfonamides, antibiotics, blood transfu- 
sions, and proper conditioning of the patients. Of 
the first 85 patients to have been followed up for 5 
years, 74.1 per cent have survived. Again, the author 
reminds us that the patients were selected because of 
their physical condition for surgery, and not be- 
cause of the extent of their disease. There were 
early tumors in the series, but many large infiltrating 
tumors were operated upon. Of the patients with 
stage 1 cancer, 80.7 per cent are alive, and of those 
with stage 2, 60.7 per cent are alive. Patients with 
grade 1 cancers gave better results than those with 
grade 2. The subsequent deaths and the presence of 
lymph node involvement follow closely the stage and 
grade of the lesion. Of 57 patients in stage 1, 17.5 
per cent had positive nodes, and of those with posi- 
tive nodes, 4 are living and well after 5 years. Of 28 
patients in stage 2, 32.1 per cent had positive nodes, 
but only 1 of them survived 5 years. Patients with 
positive nodes can be salvaged. Of the patients with 
positive nodes (22.4%), 26.3 per cent, or 5 of 19, 
are living and well after 5 years. This does not mean 


that they are cured, but after 5 years they are ap- 
parently well and without disease. In the entire 
group, there were 6 (7.2%) patients with uretero- 
vaginal fistulas. 

These 85 patients may be a fortunate series and 
the results may not be repeated for Meigs is now 
doing much more radical surgery. All who read this 
article should realize that the operation done upon 
these patients more than 5 years ago is not the same 
as that which can be done in 1951. 

After noting the results of treatment of more than 
2,000 cervical cancers, research should be aimed at 
the selection of patients for radiation and for 
surgery. Probably certain patients should have 
been irradiated and certain others operated upon. 
This problem will be settled on the basis of radiation 
sensitivity and radiation resistance. 

Joun R. Wotrr, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


The Fluorescent Qualities Exhibited by the Fluid 
Contents of Some Cystic Formations of the Hu- 
man Ovary (Sulla fluorescenza dei liquidi contenuti 
in alcune formazioni cistiche dell’ovaio umano). A. 
Bompiant. Riv. ostet. gin., Firenze, 1951, 6: 131. 


The fluid contents of 47 cystic formations of the 
human ovary were studied with reference to their 
fluorescent qualities when subjected to Wood’s light. 
The cysts included r small cyst developed in a corpus 
luteum, 5 cysts with luteinized walls, 1 cystoma ade- 
nomatosum, 15 follicular cysts with serous content, 3 
follicular cysts approximating the period of rupture, 
1 small inflammatory cyst of the ovary, 7 simple and 
papillomatous serous cysts of the ovary, 2 parovarian 
cysts, 4 hydatid cysts of Morgagni, 1 small cyst of 
the organ of Rosenmueller, and 9g follicular cysts with 
hemorrhagic contents. 

The fluid contents of the cyst was collected in a 
small quartz tube and exposed to Wood’s light in the 
form of a mercury light with wave length of 3,650 A. 
The resultant fluorescence was then examined by 
means of the spectrograph-spectrometer of Zeiss, the 
spectrum thus produced photographed on panchro- 
matic film, and the resultant spectral photograph 
examined with the Zeiss microphotometer. 

The qualitative and quantitative determinations 
of the spectral qualities of the fluorescence as thus 
determined are represented in graphic form. These 
graphs do not exhibit sufficiently specific characteris- 
tics to assist to any extent in the diagnosis of the con- 
dition of which the fluid examined is a product; 
however, a general view of all the graphs brings out 
certain definite distinctions of a more general charac- 
ter. For instance, the graphs of the functional ovar- 
ian cysts (follicular and luteinic) exhibited more of 
an extension of the spectrum toward the yellow- 
green (5,650 A), that is, they showed a greater com- 
ponent of the longer wave lengths. Although the 
number of samples examined were not large, never- 
theless, this manifestation was so striking as to sug- 
gest to the observer that this fluorescent phenome- 
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non is produced by substances elaborated by the wall 
of the cyst itself. The obvious presumption is, of 
course, that these substances are a product of the 
corpus luteum cells themselves. The wave length of 
an aqueous solution of riboflavin (5,450 A—Boni, 
1950) lies within the yellow-green portion of the 
spectrum, as does that of carotene (5,520 A—Dhere, 
1937) in petroleum ether solution. This finding nat- 
urally suggests that the phenomenon of fluorescence 
might be used in a study of the phenomenon of vita- 
min metabolism inherent in the functioning of the 
ovary. 

The nonfunctioning cysts—such as those of the 
parovarium—on the other hand, present spectra 
with a greater prodominance of wave intensity and 
quantity within the shorter wave, or toward the blue 
side of the spectrum. In fact the predominant wave 
lengths more or less correspond in intensity and 
quantity with those of the blood (as determined last 
year by de Lerma), more specifically with the results 
of the spectrum analysis of the blood serum, and the 
assumption would be that the fluid contents of these 
types of cyst of the ovary are merely transudations 
through the cyst walls from the blood stream. 

Of course, some of the substances here conjectured 
can be identified by biological and chemical studies; 
however, the analyses incident to such elucidation 
will be long and arduous and will be reported in sub- 
sequent communications. 

Joun W. BRENNAN, M.D. 


The Value of Histologic Examination in the Prog- 
nosis of Vegetative Tumors of the Ovary (La 
valeur de l’examen histologique dans le pronostic des 
tumeurs végétantes de l’ovaire). J. MATHIEU and M. 
Praucuu. Rev. fr. gyn. obst., 1951, 46: 302. 


A series of 71 cases of vegetative tumors of the 
ovary (papillary cystadenoma) were examined histo- 
logically and followed up clinically until death or s5- 
year survival of the patient. The histologic evalua- 
tion and prognosis present particular difficulties in 
this type of tumor as the pattern often varies con- 
siderably in different portions. 

The authors classify the tumors in two groups ac- 
cording to their origin: those which originate from 
the wolffian body and those originating from germi- 
native tissue. They state that, according to their own 
experience and to different statistics in the literature, 
a patient suffering from a tumor of wolffian origin 
has one chance in five for a 5-year survival whereas 
one in the other group has one chance in two. 

In addition to the differentiation of these two 
groups, other criteria for benignity or malignancy 
are discussed. Forms with peripheral papillae are 
about twice as malignant as forms with intracystic 
vegetations. As further criteria for a benign process 
the authors enumerate: absence of infiltration in the 
stroma, absence of hyalinization, a single layer of 
cells lining the papillae, and absence of epidermoid 
metaplasia, mitoses, and necrotic foci. 

In an epicritic evaluation of the 71 cases the 
authors found that the prognosis made at the time of 


the histologic examination proved correct in 90 per 
cent of the cases. WERNER M. Sotmitz, M.D. 


Angioma of the Fallopian Tube (Angioma della tuba 
di Falloppio). G. Gusmano. Minerva Gin., Tor., 
IQ51, 3: 

Angiomatous tumors of the internal genitalia of 
the female are of rare occurrence. While a number 
of angiomas of the ovaries have been reported, only 
1 case of angioma of the round ligaments (by 
Schnedorf in 1941), 1 case of angioma of the fallopian 
tube (by Ragins and Crane in 1947), and 2 cases of 
angioma of the uterus (1 by Payne in 1869 and 1 by 
Dutta in 1937) have been reported. 

The author reports a case of angioma of the 
fallopian tube found at autopsy in a woman 77 
years old who had died of cerebrospinal meningitis. 
The tumor, less than 1 cm. in diameter, was located 
on the left side at the site of anastomosis of the 
uterine and ovarian arteries. 

As to the pathogenesis, the author enumerates 
the different theories and presents his own. He 
states that the fallopian tube, because of its rich 
blood supply from the ovarian and uterine arteries, 
is liable to developmental changes which may as- 
sume the characteristics of a real vasal hamartia, 
i.e., a cavernous angioma. This usually takes place 
where the blood supply is richest, at the outer third 
of the tube where the uterine and ovarian arteries 
anastomose. The angiomatous hamartia may be 
submucous, as in the case of Ragins and Crane, or 
may be subserous, as in the case presented. 

The fact that such angiomatous formations may 
be found in other organs (as in the case of Payne, 
in which the angiomas were present in the ovaries, 
uterus, liver, and suprarenals, the case of Orth, in 
which the angiomas were under the skin and in 
many other organs in the body, and the case of 
Stamm in which the angiomas were present in the 
brain, skin, muscles and small bowel of a 4 months 
old girl), demonstrates the malformative character- 
istics of this lesion. 

Clinically, in cases of hemoperitoneum in a 
woman, the possibility of a ruptured tubal angioma, 
though rare, must be considered and not be con- 
fused with ruptured ectopic pregnancy. 

M. A. Pape, M.D. 


The Technique of Terminolateral Salpingostomy 
(Technique de la salpingostomie termino-latérale). 
Euc. Pottosson. Rev. fr. gyn. obst., 1951, 46: 281. 


The author discusses the indications and the tech- 
nique of salpingostomy performed for bilateral com- 
plete occlusion of the fallopian tubes, and reviews 
the late results of the operation in a series of 21 cases. 

Complete occlusion of the distal end of the tube in 
the form of a cul-de-sac was proved in all cases by 
hysterography, insufflation, or by both procedures. 
Seven of the patients, hitherto sterile, became preg- 
nant after the intervention. This success in 33 per 
cent of a group of previously sterile patients is in 
contrast to the more pessimistic prognoses of others. 
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Fig. 1 (Pollosson). Technique of terminolateral salpingostomy; b, tubal cul-de-sac 
with its mucosa and serosa; c, after opening of the cul-de-sac; the mucosa of the 
tube is fixed to the serosa by inversion. 


The technique is discussed in great detail. “The 
author has devised special instruments for this oper- 
ation, which should be performed with great pre- 
cision and exactness, comparable to the technique 
used in surgery of the eye or of the vessels. No elec- 
tric bistoury should be used; the sutures are made 
with No. oo silk. After a Pfannenstiel incision the 
adnexa are liberated from adhesions and exterior- 
ized. Then the obliterated cecumlike end of the tube 
is opened by an incision of 3 to 4 cm. at its convex 
aspect, opposite to the mesosalpinx. A flexible silver 
cannula is inserted gently in the lumen of the tube, 
and a new orifice and fimbria are constructed. The 
mucosal surface is partially inverted and fixed by 
suturing it to the peritoneal surface of the tube. The 
newly constructed fimbria is sutured at its distal end 
to the ovary by two or three sutures. It is important 
that the mucosal surface should always be away 
from the ovary to prevent adhesions and later forma- 
tion of tubo-ovarian cysts. 

Although salpingostomy, as a rule, is contraindi- 
cated in tuberculosis of the adnexa, the author ob- 
tained pregnancy in 2 women in whom diagnosis was 
made only after biopsy and guinea pig inoculation. 

The regeneration of normal tubal epithelium and 
the restoration of the mechanism of the tube seem 
to require considerable time. Only in 1 case did 
pregnancy occur 3 months after salpingostomy; in 
most cases 1 to 4 years elapsed before pregnancy 
occurred. Control by hysterography or insufflation is 
advised if no pregnancy has occurred 2 years after 
salpingostomy. WERNER M. Sotmitz, M.D. 


EXTERNAL GENITALIA 


Congenital Absence of the Vagina and Its Surgical 
Treatment (L’absence congénitale du vagin et son 
traitement chirurgical). H. G. RoBert. Sem. hép. 
Paris, 1951, 27: 3032. 

The author discusses the congenital absence or 
malformation of the vagina on the basis of the data 
published in the last 10 years. Congenital malforma- 
tions of the vagina, total absence of the vagina 
(sometimes with a uterovesical fistula or sometimes 
plain, but often combined with abnormalities of the 
urinary system), and the malformations of the sexual 
ambiguity (gynandroids, true pseudohermaphrodit- 
ism, and androgynoids) are all discussed. 

The wish of the patient for normal sexual devel- 
opment is accepted as an indication for operation. 
The method of Baldwin is stressed in a review of 
operative techniques. GERTRUDE J. VAN Eck, M.D. 


Lesions of the Vaginal Vault Following Complete 
Hysterectomy. Rospert A. BEEBE and EUGENE 
A. Epwarps. Am. J. Obst., 1951, 62: 1034. 


Benign and recurrent malignant lesions occur at 
the vaginal scar line following complete hysterecto- 
my. The incidence, with the exception of granula- 
tion tissue, is low. 

Eight cases are reported—2 benign lesions and 6 
recurrent malignant lesions in the vaginal scar. 

The appearance of granulation tissue varies; it 
may appear as an elevated red nodule, or it may be 
similar to an ulcer of the vaginal mucous membrane. 
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In like manner, malignant recurrence in the vaginal 
scar may assume one of the above forms. The im- 
portance of correct diagnosis is emphasized. ° 

Prolapse of a portion of the oviduct or some portion 
of the bowel is observed only after vaginal hysterec- 
tomy and not after abdominal hysterectomy. Ovi- 
duct prolapse is not a serious complication and re- 
quires only the correct diagnosis to institute the sim- 
ple treatment necessary. In contradistinction, pro- 
lapse of bowel through the vaginal wound is serious 
and requires more radical treatment. 

Malignant lesions may recur in the vaginal scar by 
implantation of viable cells, by direct extension, or 
by lymphatic or vascular extension. 

Biopsy is a necessary procedure in the differential 
diagnosis of these various lesions. 

CHARLES Baron, M.D. 


Paget’s Disease of the Vulva. Cart P. Huser, 
SprRAGUE H. GarDINER, and MICHAEL. Am. 
J. Obst., 1951, 62: 778. 


An excellent discussion of Paget’s disease (extra- 
mammary) may be found in this article, together 
with comparisons with Bowen’s disease. Three cases 
are presented, in 2 of which the patient died 1 and 
3 years, respectively, after radical vulvectomy from 
generalized carcinomatosis but without recurrence of 
the vulvar lesion. The third patient is alive after 20 
months with no recurrence. 

The gross and microscopic picture reveals that 
extramammary Paget’s disease is identical with that 
of Paget’s disease of the nipple. The theme of the 
article is that microscopic evidence was found for 
Paget’s disease, originating in a malignant trans- 
formation of epithelium in an apocrine gland in 1 
case, and with suggestive changes in the 2 other 
cases. 

Fourteen excellent photomicrographs are shown. 
There is 1 colored photograph of the gross vulvar 
lesion. Jack W. Tuompeson, M.D. 


MISCELLANEOUS 


The Reticuloendothelial System of the Uterus and 
the Female Sex Hormones (Sistema istiocitario 
dell’utero e hormoni sessuali femminili).. PreRLUIGI 
BIANCHI. Riv. ostet. gin., Firenze, 1951, 6: 9. 


The present study of the effects of female hor- 
mones on the functional rather than the morpho- 
logical aspects of the uterus was undertaken on the 
basis of three considerations. In the first place there 
has been no organic, systematic treatment of this 
field of investigation by previous authors; in the 
second place the knowledge is of immediate practical 
interest, standing in the forefront of most of the 
physiologic and pathologic phenomena arising in, 
or in connection with, the uterus; and, finally, the 
recent progress in the biologic sciences gives access 
to more exact methods of study. 

Eighteen female guinea pigs of 350 to 400 gm. 
body weight were selected for this study. Two of 
these were castrated 30 days and 2 were castrated 


go days before the initiation of the experiments. 
Three were not treated in any manner and were 
used as controls. None of the remaining 11 pigs 
was castrated; 3 were given 12 mgm. of estradiol 
(ovocyclin) at the rate of 1 mgm. every 5 days, 2 
were given 4 mgm. of estradiol at the same rate, 2 
were given 18 mgm. of progesterone (lutocyclin) at 
the rate of 2 mgm. every 5 days, 2 were given 5 
mgm. of progesterone at the same rate, and 2 were 
given 600 international units of gonadostimolina 
(chorionic hormone) of a commercial brand. This 
chorionic hormone was administered at the rate of 
50 international units every 5 days. 

Each animal was given the usual course of treat- 
ment for vital staining with trypan blue. It was then 
sacrificed and whole thickness sections of various 
portions of each uterus were chosen for staining. 
Most important of the stains after fixation of the 
tissues were the methods for the detection of the 
nucleinic acids, as described by J. Brachet in his 
book entitled Embryologie Chimique (Masson, Ed., 
Paris, 1947). 

From his studies, the author reports the following 
essential results: castration, after a sufficient lapse 
of time, induces a characteristic state of involution 
of the endometrium with diminution of the number 
of histiocytes and loss of their granulophagic (granu- 
lopexic) capacities. There is here noted an increase 
in the amount of collagen in the connective tissues, 
due, perhaps, to a failure of the process of differentia- 
tion of the connective tissue cells. 

Small doses of follicular hormone induces an in- 
tense histiocytic activation, while large doses result 
in a progressive loss of number, and of granulopexic 
power of the histiocytes of the reticuloendothelial 
system. This result may represent an exaggerated 
process of cellular differentiation, the histiocytes 
being changed over into fibrocytes or myocytes. 

The corpus luteum hormone, administered in 
small dosage, also calls forth a histiocytic activation 
equal to that of the estrogens. Again large dosages 
produce a diminution of the histiocytes with pro- 
gressive loss of their granulopexic properties. Here 
it is thought that the loss of granulopexic power and 
the diminution in the number of phagocytic cells 
(histiocytes) result from the differentiation of the 
histiocytes into the decidual elements. 

The gonadotropin produces, in both small and 
large dosages, an augmentation of the number of 
histiocytes and an intensification of their granulo- 
pexic capacities. The augmentation in both number 
and phagocytic properties of these cells was so pro- 
nounced as to suggest that the process must be the 
result of a de-differentiation, that is, a changing 
back of the fibrocytes and the myocytes into rel- 
atively undifferentiated histiocytes (Chevremont). 
This impression was further strengthened by an in- 
crease in the staining properties of these tissues with 
methyl-pyronine green which, under the conditions 
here in force, is regarded as being specific for the 
presence of ribosonucleinic acid. This acid, re- 
garded by Brachet merely as a precursor of thymo- 
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nucleinic acid, nevertheless exercises an important 
role in the process of cell division, and consequently 
in the rejuvenation of the cells themselves. 

The author merely suggests the important roles 
that some of these processes might play in the gene- 
sis of the fibromyomatous manifestations of the 
uterus. Joun W. BRENNAN, M.D. 


The Comparative Value of Stained and Vital Speci- 
mens for Cytodiagnosis (Eine Untersuchung ueber 
die Zweckmaessigkeit gefaerbter oder vitaler Prae- 
parate fiir die Zytodiagnostik). Grorc L. Wiep. 
Geburtsh. & Frauenh., 1951, 11: 897. 


The author prepared 11,000 smears of cervical se- 
cretion obtained from 4,000 patients and stained 
them according to the Papanicolaou technique. The 
secretion of 1,850 patients of the same group was 
also examined with a new instrument called the 
“phase contrast microscope.” A comparison of both 
methods in regard to various technical points, inter- 
pretation, photomicrography, and diagnostic value 
demonstrated the superiority of Papanicolaou’s 


method. Joseru K. Narat, M.D. 
Enterocele. Cuartes D. Reap. Am.J. Obst., 1951, 62: 
743- 


The author reviews the work of several investiga- 
tors and gives the results of their researches into the 
embryology, anatomy, and variations of the pouch 
of Douglas. 

A congenitally elongated cul-de-sac is frequéntly 
present from birth and is analogous to the preformed 
sac of hernias. The author uses the term “‘pulsion” 
enterocele to describe protrusions that result from 
pressure of ptosed intestine on either a congenitally 
elongated sac or one which becomes elongated from 
pressure alone. ‘‘Traction”’ enteroceles are the direct 
result of uterovaginal or rectal prolapse; they form 
the larger group and occur in many second degree 
prolapses and in all third degree cases. It is often 
difficult to distinguish an enterocele from a rectocele, 
and sometimes it is possible to make the diagnosis 
only at the time of operation. 

Clinically, hernia of the pouch of Douglas may be 
classified into two groups: (1) enterocele associated 
with prolapse, and (2) enterocele with or without 
rectocele, often following an otherwise successful 
cure of uterovaginal prolapse. Whether the repair be 
vaginal or abdominal, the same principles of treat- 
ment apply, namely, excision of the sac, closure of 
the neck of the sac, and uterosacral ligament ap- 
proximation, combined preferably with prerectal 
fascia repair. 

The author lists his various methods of treatment 
in 167 consecutive personal cases of enterocele, from 
1939 to 1951. Although many cases are too recent 
for adequate follow-up, he believes that the end re- 
sult of the Manchester repair is somewhat more 
stable than the vaginal hysterectomy and repair. 
Vaginal hysterectomy was reserved for the cases in 
which there was a definite indication to remove the 
uterus because of bleeding or uterine pathology. 


The majority of enteroceles are associated with 
uterovaginal prolapse. The incidence of enterocele 
would probably diminish markedly if it was looked 
for carefully and repaired at every posterior vaginal 
plastic. Henry C. Fax, M.D. 


Endometriosis Among Filipino Women. MarceELo 
D. Cruz, Jr. Philippine J. Surg., 1951, 6: 155. 


A classification of endometriosis is presented, but 
the article confines itself to the two main types: 
direct (internal) endometriosis, and indirect (exter- 
nal) endometriosis. The various theories of etiology 
are discussed and there is general agreement that no 
one theory can explain all forms of the disease. 

A total of 68 cases of endometriosis was found in 
2,510 major pelvic operations in gynecologic ward 
patients of the Philippine General Hospital in the 
past 6 years, an incidence of 2.7 per cent. The diag- 
nosis of endometriosis was not made preoperatively 
in most of the cases, and all of the patients were pri- 
marily operated upon for some other pelvic condi- 
tion. Twenty-two of the cases were direct endo- 
metriosis, while 46 were of the indirect type or a 
combination of the two. The incidence of endo- 
metriosis among Filipinos is much lower than that 
among Americans, possibly because of the earlier 
marriage and greater number of children among the 
former. In the direct (internal) type, fertility is ap- 
parently not interfered with except if there is ac- 
companying pelvic pathology. 

Symptoms are often difficult to evaluate when 
other pelvic disease is present. They usually include 
one or more of the following: dysmenorrhea, menor- 
rhagia or metrorrhagia, hypomenorrhea, dysuria 
— menses, and pelvic pain as well as discom- 

ort. 

Surgical therapy and its results in the present se- 
ries are discussed. In many cases the follow-up was 
not sufficiently long for definite conclusions. Surgi- 
cal treatment should be conservative whenever the 
ovarian, menstrual, or childbearing functions are to 
be preserved. Henry C. Fark, M.D. 


Modifications of the Urinary Bladder Following Ra- 
dium Therapy for Carcinoma of the Uterine 
Cervix (Modiiicazioni della vescica urinaria dopo 
radiumterapia per carcinoma del collo uterino). 
ALESSANDRO PROVENZAL. Riv. ostet. gin., Firenze, 
1959, 5: 473- 

Twenty-eight patients with carcinoma of the 
uterine cervix were observed cystoscopically, be- 
fore and after radium irradiation. These patients 
were divided into 4 groups, according to the ex- 
tension of the cancerous process. The method of 
classification was essentially that of Schmitz and 
Ward-Farrar—i.e., the classification which was 
adopted by the Committee on Cancer, of the League 
of Nations at Geneva. In the cystoscopic observa- 
tions, due consideration was given to the fact that 
in the early processes the small irregularities, es- 
pecially those about the trigone, will be missed when 
the bladder is fully distended. In every instance 
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the method of endoscopic study of the process of 
bladder emptying was that recommended by Cap- 
orale (L’urologia nella donna. Minerva Medica, 
Torino, 1946). The amount of irradiation varied 
with the conditions encountered in the individual 
patient. On the whole, however, the dosages might 
be characterized as moderate in size. Such huge 
dosages as those reported by Maurizio (9,600 mgm. 
hr.) were, as a rule, not attempted; however, his 
recommendations as to thorough packing of the 
radium capsules with gauze were rigorously ob- 
served. 

Of the 28 patients examined, there was noted an 
intense reaction of the bladder in 9. Of these, only 
3 belonged to the first and second groups. The (at 
times) marked immediate visical reaction consisting 
of polyuria, pains, tenesmus of the bladder, and mild 
loss of vesical capacity were frequently out of pro- 
portion to the local changes evidenced visibly by the 
walls of the organ; often, indeed, the symptoms 
were entirely subjective. In general, the reactions 
were of a mild character and disappeared within a 
few days. In a few instances the reaction was 
severe and required local anesthesia for the control 
examination, if attempted within a few days follow- 
ing cessation of treatment. In the severe reactions 
it was considered that the technique was at fault, or 
that vesical inflammation or tumor infiltration had 
been present before treatment. In some of these 
patients the edematous swelling would disappear, 
the bullous component persisting. In only one in- 
stance did the bullous manifestations disappear; in 
many instances they seemed to get worse with the 
radium treatment. 

In cases in which neoplastic infiltration or ulcera- 
tion of the bladder wall was present (third and fourth 
groups), these processes frequently became more ex- 
tensive with accentuation of the concomitant phlo- 
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gistic processes. This condition was most pro- 
nounced in the presence of neoplastic ulcerations or 
fistulas. 

In those instances in which the edematous mani- 
festation of the bladder wall was caused to disappear 
by the radium therapy, the edema was apt to be 
replaced by a certain amount of sclerosis with post- 
irradiation pallor of the wall, and a certain amount 
of displacement and incontinence of one or both 
ureteral orifices. 

In general, it is concluded that treatment of the 
uterine cervix with radium, if well conducted, and 
with previous careful preparation of the patient, 
does no particular harm to the vesical wall and does 
favor complete regression, or at least a partial re- 
gression, of bladder manifestations in cases of 
carcinoma of the uterine cervix. 

Joun W. BRENNAN, M.D. 


Veritol Test and Complications During and After 
Major Gynecologic Operations (Veritoltest und 
Komplikationen waehrend und nach grossen gynae- 
kologischen Operationen). E. FetzER. Geburtsh. & 
Frauenh., 1951, 11: 844. 


In a series of 576 major gynecologic operations a 
test with veritol (isopropyl ethylamine) was made 
preoperatively to evaluate the condition of the car- 
diovascular system and to ascertain whether or not 
the patient was a good surgical risk. In 5.4 per cent 
of the cases the test revealed severe damage of the 
circulatory system. In these cases the operation was 
postponed, if possible, until the cardiovascular con- 
dition had improved under medical treatment; the 
operation was then performed under local or peri- 
dural anesthesia. 

This brief statistical report was based on the work 
by Robert van Noenen (Geburtsh. & Frauenh., 1950, 
5: 376). WERNER M. Sormitz, M.D. 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Interlocked Twins. A Report of 2 Cases. BENGcT 
STENSTROM. Acta obst. gyn: scand., 1951, 31: 1. 


Two reports of locked twins are presented. 

In the first case the fetus was in breech presenta- 
tion up to the shoulder; however, the fetal head 
could not be brought down. Examination revealed 
another head occupying the pelvis, and tightly fixed 
against the neck of the first infant. A ribbon was 
secured to the cranium by sutures; the spinal column 
and neck were then severed, and the head of the 
first infant was pushed up out of the way. The sec- 
ond infant was then delivered and was living. Fol- 
lowing this, the decapitated head was delivered by 
traction on the halter and abdominal pressure. There 
was a Single placenta. 

In the second case, the first fetus was in cephalic 

presentation. This head was wedged in the pelvis 
with the two extremities of the other fetus, which 
was presenting as a breech. There was also prolapse 
of one cord. Since no procedure seemed feasible 
from below, cesarean section was carried out with 
delivery of twin girls weighing 2,300 and 2,500 gm., 
~—< two separate placentas. Mother and infants did 
well. 
The incidence of locked twins is very rare, being 
one to every 90,000 deliveries, or less. It was inter- 
esting to note that among the cases reported there is 
a much greater incidence of uniovular twins than 
would be expected. The author postulates that pos- 
sibly a decrease in the amount of amniotic fluid pre- 
disposes to this complication. Treatment must be 
individualized as there are at least three situations 
which may occur: 

1. Both twins may be in the cephalic presentation. 
Occasionally, in very small babies with ample pelvis, 
spontaneous delivery is conceivable. Usually, how- 
ever, some operative procedure such as forceps, ver- 
sion, or destructive procedure must be carried out. 
Occasionally, if the diagnosis can be made sufficient- 
ly early, cesarean section may also be performed 
with success. 

2. The twins may both be in a breech position. 
The situation is readily solved as one or the other 
of the twins can be displaced. 

3. The most common situation is the combination 
of head and breech. In the presence of marked pre- 
maturity, spontaneous delivery has been reported. 
However, this is not usually the case and one must 
dissolve the dilemma by attempting to free the sec- 
ond fetus and push it up out of the way. The author’s 
technique may be used, namely, decapitation of the 
first twin followed by delivery of the second twin, 
and finally delivery of the head of the first twin. 
Again, if the diagnosis is established early enough, a 
cesarean section may be of some benefit. 

James F. DonnELty, M.D. 


Multiple Pregnancies in the Obstetrical and Gyne- 
cological Clinic of Bologna. Clinicostatistical 
Contribution on the Basis of a 15 Year material 
(Le gravidanze multiple nella Clinica Ostetrica e 
Ginecologica di Bologna. Contributo  clinico- 
statistico sul materiale di un quindicennio). Luct- 
ANO Nositi. Riv. ital. gin., 1951, 34: 405. 


The material presented consisted of 358 multiple 
births among 29,025 total deliveries performed dur- 
ing the period from January 1, 1935 to December 31, 
1949, at the Obstetrical and Gynecological Clinic of 
the University of Bologna. Of the 358 women, 353 
gave birth to twins and 5 to triplets. The difficulty 
of prepartum diagnosis of twin pregnancy was amply 
confirmed in this material. In the twin pregnancies 
in which each twin weighed less than 2500 gm. the 
diagnosis was frequently impossible; in 65 per cent 
of the 166 instances in which an exact diagnosis 
could be made, one or both twins weighed more than 
2,500 gm. 

In this material there is evidence of some dif- 
ferences between the twin pregnancies with one 
placenta and those with more than one. There was 
evidence of an age difference between the mothers 
with monochorial (uniovular) and bichorial preg- 
nancies. The monochorial pregnancies tended to 
occur with especial frequency in women under 30 
years of age, and the bichorial pregnancies in women 
over 30 years. Monochorial pregnancies are more 
common in primiparas and the tendency toward 
bichorial pregnancies increases progressively with 
the number of parities. In fact, twin pregnancies in 
general tend to occur more frequently in multiparas 
(about 63 per cent of cases). There is evidence that 
there is a hereditary factor in the occurrence of 
twin pregnancies. Among 332 women in this mate- 
rial there were 18 with more than 1 twin pregnancy 
(in 16 there had been a previous twin pregnancy 
and in 2 there had been two previous twin preg- 
nancies, a frequency of 5.4 per cent). In each of these 
18 twin pregnancies the type was bichorial (diovular 
twins). 

In general, twin pregnancy seems to be interrupted 
earlier than normal single pregnancy, and this 
tendency is more pronounced in primiparas than in 
multiparas. Perhaps this early onset of the birth 
process is bound up with the lesser capacity for re- 
taining the increased volume of the two fetuses in 
the first pregnancy, as compared with the subsequent 
pregnancies. 

Particularly noteworthy is the high percentage of 
toxic states. The number of toxicoses in the mul- 
tiple pregnancies is about 3 times the average for 
the same state in single pregnancies. The necessity 
for operative interference is also notably more fre- 
quent in the twin pregnancies as compared with the 
single pregnancies (about 26 per cent as compared 
with 12 per cent). 
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Finally, the fetal mortality (there was no maternal 
mortality in this material) was about 4 times the 
average for single pregnancies. However, this figure 
must be properly evaluated. It was found that of 
135 dead fetuses in this material, 81.5 per cent hada 
body weight between 1,000 and 2,500 gm. There- 
fore, the higher precentage of fetal mortality in the 
multiple pregnancies may be ascribed, in large part, 
to the decreased vital capacity of the twin fetuses. 
At any rate, the mortality for twin fetuses of more 
than 2,500 gm. (3.4 per cent) is hardly greater than 
that for simple pregnancy (2.77 per cent). 

In the triple pregnancies (5 cases) neither the 
course of the pregnancy, the delivery, or the puer- 
perium presented any noteworthy complications. 
The interventions practiced were 4 classic versions 
with 1 manual podalic extraction, and 1 application 
of the forceps; there were no difficulties whatever. 
Perhaps such facility of delivery is an expression of 
the meager stage of development attained by the 
multiple fetuses. Here, again, there were no ma- 
ternal deaths. Joun W. Brennan, M.D. 


A Contribution to the Diagnosis of Appendicitis in 
Pregnancy (Ein Beitrag zur Diagnose der Appendi- 
citis in der Schwangerschaft). JoacHim ERBSLOEH. 
Chirurg, 1951, 22: 403. 

It is well known that the diagnosis of appendicitis 
during pregnancy may be exceedingly difficult. It 
may be even more difficult to differentiate between a 
threatened abortion, or even a septic abortion, and 
appendicitis. Many patients in the early months of 
pregnancy complain of unilateral pain. This, the 
author believes, is due either to the nilateral im- 
plantation of the ovum or to reflexes which attend 
the enlargement of the uterus. Three illustrative 
cases are presented in which the diagnosis between 
either normal pregnancy or threatened abortion was 
most difficult. 

As a possible method of affording a semiobjective 
test for the differential diagnosis, the author sug- 
gests the use of a procaine block of the right para- 
vertebral ganglionated chain. This would block, ac- 
cording to the author, all of the pains originating 
from the right half of the uterus, yet leave the so- 
matic sensibility of the peritoneum intact. One illus- 
trative case is described in which this technique was 
carried out. There was no relief of pain nor was there 
any change in the objective findings after the block. 
Anacutely inflamed appendix was encountered. It 
is concluded, therefore, that this test may be of as- 
sistance in this differential diagnosis. 

Wittiam C. Beck, M.D. 


Jaundice During Pregnancy. MocEens INGERSLEV 
and GuNNAR TEILUM. Acta obst. gyn. scand., 1951, 
31: 74. 

It was formerly held that certain anatomical 
changes occurred in the liver during pregnancy; how- 
ever, present investigation reveals that no such 
changes can be found. On the other hand, through 
various studies, it can be clearly shown that the 


metabolism of the liver is greatly modified. In view 
of the tremendous reserve of the liver, however, 
these changes can be taken care of readily. Because 
of this, one might apply the term “physiological preg- 
nancy liver.” The term “‘icterus of pregnancy”’ is 
defined as meaning all those cases of jaundice de- 
veloping during pregnancy which are not associated 
with biliary obstruction or increased destruction of 
the red cells. There is, at present, some disagree- 
ment as to whether acute yellow atrophy is a disease 
unto itself or simply a severe form of the usual hepa- 
titis. 

It is interesting that from 1928 to 1940 icterus 
of pregnancy occurred on an average of approxi- 
mately once a year. However, during the following 
decade, the incidence jumped to 11 per cent. Pa- 
tients, as a rule, all had some other symptoms con- 
sisting of fatigue, nausea, vomiting, pruritus, and 
pain below the right costal margin. Of the 88 pa- 
tients who delivered, 46 delivered spontaneously and 
in three-quarters of these delivery was premature. 
In the remaining patients, artificial induction of 


_ labor was used because of the possible danger to the 


mother of the jaundice. 

The incidence of postpartum hemorrhage follow- 
ing delivery was 16 per cent. Analysis of the past 
history of the patients revealed that 13 per cent had 
had syphilis which had been treated with salversan 
and bismuth. Pyelitis was also found to be a fre- 
quent complication. Toxemia, on the other hand, 
was not frequently noted. 

Liver function tests were not performed on every 
patient and, when performed, were very inconsistent. 
Liver biopsy, performed six times, revealed 1 case of 
typical hepatitis, 2 cases of mild but unmistakable 
inflammatory change, and 3 cases which were con- 
sidered normal. 

Prognosis for the child was definitely related to 
the birth weight. Prognosis for the mother, how- 
ever, was good, with only 1 death in a total of g1 
patients. 

Basically, treatment consisted of medical treat- 
ment of the jaundice, with a low fat, high carbo- 
hydrate diet. It is interesting that the increase in 
the incidence of jaundice during pregnancy coin- 
cided with an increase of hepatitis in general 
throughout the country. The cases also showed a 
seasonal fluctuation, as did hepatitis in the general 
population. In view of this, the authors felt that the 
increase in icterus of pregnancy was due to a virus 
hepatitis and that, probably, hyperemesis, toxemia, 
pyelitis and other obstetric complications merely 
lowered the patient’s resistance. It is also possible 
that many of the patients were infected by inade- 
quately sterilized syringes, particularly the patients 
with syphilis and diabetes. 

Obstetric management, in general, should be con- 
servative unless the fetus weighs over 2,500 gm. 
However, in the presence of rapidly progressive 
jaundice and maternal deterioration, induction of 
labor is indicated regardless of fetal size. 

James F. DonneELty, M.D. 
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Cancer of the Uterus and Pregnancy, with Special 
Consideration of Diagnostic and Therapeutic 
Difficulties (Gebaermutterkrebs und Schwanger- 
schaft mit besonderer Beruecksichtigung der diag- 
nostischen und therapeutischen Schwierigkeiten). 
HusBert Harti. Geburtsh. & Frauenh., 1951, 11: 883. 


According to various statistics, the frequency of 
cancer of the cervix in pregnancy ranges from 0.03 to 
0.056 per cent. Conversely, pregnancy is found in 
from 1.0 to 1.8 per cent of all patients with carcinoma 
of the cervix. Cancer of the fundus in a pregnant 
woman is exceedingly rare. 

Cancer of the cervix predisposes to abortion, 
placenta previa and premature rupture of the bag of 
waters, protracted labor, laceration of the cervix 
with severe hemorrhages, postpartum septicemia, 
thrombosis, and embolism. 

Contrary to former statements, recent studies 
show that the growth of uterine cancer is inhibited 
rather than stimulated by gestation, while the latter 
exerts an accelerating effect on the growth of all ex- 
tragenital malignant tumors. In exceptional cases, a 
rapid increase in size of the uterine carcinoma is ob- 
served during the last trimester. 

Changes in the size, color and consistency of the 
uterus, caused by gestation, may mask an early can- 
cer. Repeated small, painless hemorrhages should 
arouse suspicion of a tumor. Interpretation of col- 
poscopic pictures, biopsies, and vaginal smears 
stained according to the Papanicolaou technique, 
may be very difficult. ‘ 

If the fetus is not viable and the tumor is opera- 
ble, the Wertheim operation should be followed by 
roentgen therapy. If the fetus is not viable and the 
tumor is inoperable, supravaginal amputation should 
be supplemented with roentgen and radium therapy. 

If the fetus is viable and the tumor is operable, 
cesarean section should be followed by a Wertheim 
operation and roentgen therapy. If the fetus is vi- 
able and the tumor is inoperable, Porro’s operation 
should be performed, and roentgen and radium treat- 
ment should be employed postoperatively. 

‘JosepH K. Narat, M.D. 


LABOR AND ITS COMPLICATIONS 


The Test of Labor—An Evaluation of Its Present 
Worth. Arrtuur B. Hunt. J. Am. M. Ass., 1951, 
147: 999. 

The test of labor is an active, dynamic process by 
which a parturient demonstrates whether or not she 
can be safely delivered of a normal infant through 
the pelvis. The test of labor is worrisome, time-con- 
suming, cumbersome, and perhaps unscientific and 
old-fashioned, but is not its employment still the 
only way a physician can know with any degree of 
certainty that cesarean section is the best treatment 
in most borderline conditions of dystocia? It has 
been more or less dogmatically suggested in some 
quarters that the test of labor is now outmoded and 
no longer necessary, or, at least, that its use can be 
greatly limited. The precision of roentgen-ray pel- 
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vimetry and perhaps cephalometry is advanced as 
one reason for this attitude. A study of recent ex- 
periences with the test of labor, therefore, seemed 
indicated to answer the question of the current ad- 
visability of the test of labor. An adjunct purpose 
was to ascertain whether or not other worthwhile 
observations, results, or lessons would emerge from 
the study. 

The authors concluded that certain points need 
emphasis, certain impressions seem important, and 
certain conclusions can be drawn. These are as 
follows: 

The factors that have made for recent reduction in 
maternal mortality have provided much more lati- 
tude in applying the test of labor than prior to about 
1937. This change should reduce the incidence (and 
the authors feel that it has) of very difficult, trauma- 
tizing forceps deliveries. 

With more than 50 per cent prospects for success- 
ful pelvic delivery, with no appreciable maternal 
mortality, and with a fetal loss no greater than 2.3 
per cent, a reasonable trial or test of labor, as the 
case may be, is thoroughly justified. 

The triad of fetal size, uterine inertia, and con- 
tracted pelvis are the chief factors in the success or 
failure of the test of labor and are of importance in 
the order named. The effect of the contracted pelvis 
on the test of labor has been exaggerated at the ex- 
pense of fetal size and uterine inertia. Of the ad- 
junct factors, fetal malpresentation is of special sig- 
nificance in the success or failure of the test of labor. 
To date there is no better way to justify an initial 
cesarean section than a failed test of labor. Success- 
ful tests of labor mean that about three-fourths of 
the patients in future pregnancies will have pelvic 
deliveries, but does not guarantee freedom from 
future dystocia, since the remaining fourth, as indi- 
cated by our group, will have some difficulty in sub- 
sequent labor. About half of those who had difficult 
labor subsequently did not have great difficulty but 
the other half had severe dystocia, usually failed the 
test of labor, and required cesarean section. 

The selection and conduct of the test of labor re- 
quire a high degree of individualization in each case 
and, therefore, a fine quality of both the art and 
science of obstetrics. The test of labor is also the 
test of the obstetrician. It tests his powers of ob- 
servation, vigilance, judgment, obstetric conscience, 
and technical skill. By exercising these attributes 
well, good results can usually be obtained. 


Pelvic Dimensions in Eutocia and Dystocia. Paut 
C. Hopces and Russett L. Nicuots. Radiology, 
1951, 57: 661. 

There is such a thing as dystocia caused by de- 
formity or smallness of the pelvic bones, and roent- 
genology is by far the best means of determining 
whether those conditions are present. It is a safe 
means, too. There are dystocias of many sorts, how- 
ever, and it is rash indeed for the roentgenologist to 
assure the obstetrician that this woman will deliver 
easily, that one with difficulty, or not at all. 
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The obstetrician who understands x-ray pelvim- 
etry will employ it whenever the physical examina- 
tion or history suggests the possibility of deficient 
pelvic dimensions. If the roentgenologist reports in- 
dices at or above the mean value, he will be inclined 
to allow a labor to continue even though progress is 
slow, secure in the knowledge that the fetus will not 
encounter mechanical obstacles in its descent through 
the birth canal; but if the indices are well below 
mean, usually he will allow a test of labor only if the 
baby is small and the uterine contractions strong. 

Cuartes Baron, M.D. 


Breech Presentation and Delivery. WituAm G. 
Cummincs. Q. Bull. Northwest. Univ. M. School, 


1951, 25: 304. 


During a 7 year period ending in 1948, a total of 
313 breech presentations were encountered at the 
Evanston Hospital, Evanston, Illinois. All the 
babies weighed over 1,500 gm. There were 13 fetal 
deaths (4.15 per cent). In 8 of these, the babies had 
severe congenital anomalies, leaving only 5 (1.59 per 
cent) associated with the breech delivery. 

The present series is compared with a similar se- 
ries reported from this hospital in 1938, at which time 
the gross fetal mortality was 15 per cent and the cor- 
rected fetal mortality was 7 per cent. 

This marked improvement is believed to be due 
to both the improved management of breech delivery 
and the general lowering of the fetal mortality in all 
deliveries. 

External cephalic version is recommended al- 
though it has not been stressed in this series. 

Borderline contracted pelves should receive ade- 
quate roentgen studies, and the decision to section or 
deliver vaginally should be made early in labor. The 
incidence of cesarean section in this group was only 
5 per cent. Since an adequately managed breech 
delivery does not increase the fetal hazard, cesarean 
section should not be performed for breech presen- 
tation per se. 

Breech extraction following complete cervical dila- 
tion is usually practiced, especially in the presence 
of a single or double footling. 

A deep mediolateral episiotomy is always done. 
The shoulders are not delivered until the tip of the 
scapula is visible. Fundal pressure is avoided. For- 
ceps are used for delivery of the head. 

Joun R. Wotrr, M.D. 


NEWBORN 


A Bacteriological and Clinical Study of Infection 
in Newborn Babies in a Maternity Hospital 
Nursery. Keita J. COVENTRY and IsBISTER. 
Med. J. Australia, 1951, 2: 394. 


The authors report the results of a 10-day bac- 
teriological investigation carried out in a 20-bed 
nursery in the Royal North Shore Hospital of Sid- 
ney. Forty-four babies were studied. 

Nasal and umbilical swabbings were made daily. 


In 30 of the babies the Staphylococcus pyogenes was 
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cultured from the nose, positive cultures tending 
to be more frequent as the baby grew older. Thirty- 
one of the babies had the same micro-organism in 
the umbilicus especially at the age of 3 to 6 days, the 
time of cord separation. Umbilical sepsis is therefore 
to be diligently guarded against since the umbilical 
wound is an open one communicating with the liver 
and large blood vessels. A positive result from an 
umbilical swabbing, however, merely indicates ex- 
posure to infection and its significance must be 
evaluated in line with the clinical picture. Sixty-one 
per cent of the strains were penicillin resistant, 54 
per cent were streptomycin resistant, and 37 per 
cent were resistant to both antibiotics. 
WarreEN R. LANG, M.D. 


Tetanus Neonatorum; Report of 2 Cases with Om- 
phalectomy and Recovery. Harry F. Dretrics. 
J.Am. M.Ass., 1951, 147: 1038. 


The author presents the case histories of 2 infants, 
10 and 11 days of age, who developed clinical symp- 
toms suggestive of tetanus infection. No primary 


focus was found, although the umbilical cord was 


strongly suspected. There was no bacteriologic evi- 
dence to substantiate the diagnosis in either case. 
The infants were treated with intramuscular anti- 
toxin, sedation with barbiturates, and other drugs. 
In addition, in both of them the stump of the umbili- 
cal cord was removed down to the peritoneum. The 
remainder of the treatment was symptomatic. Both 
of these infants recovered. 

James F. DonneELty, M.D. 


Studies of Blood Oxygen Saturation and Causes of 
Death in Premature Infants. E. Stewart Tay- 
Lor, C. Scott, and Cirrton D. Govan. 
Am. J. Obst., 1951, 62: 764. 

In this article, the authors report an incidence of 
11.7 per cent for premature infants in a 43-year 
period. In their study, infants weighing less than 
2,500 gm. were studied. To these infants, specialized 
care was given, maternal analgesia was largely with- 
held, and general anesthesia at the time of delivery 
was avoided. The autopsy findings in 38 of the 39 
neonatal deaths are listed in fairly complete detail. 
The importance of anoxia as a cause of death is 
stressed. The meager vascular bed in the lungs of 
premature infants as compared to the highly de- 
veloped vascular bed in mature infants is brought 
out, as well as the finding of immature medullas and 
inadequate thoracic musculature in these infants. 

As mentioned in other articles, general anesthesia 
causes depression of the oxygen saturation in full- 
term infants; hence, the investigation of this factor 
in premature infants was considered inadvisable for 
study. Fifty per cent of all the premature infants 
died from respiratory failure. Maternal factors con- 
tributed to 74 per cent of all the deaths. The hyaline- 
like membrane which lines the pulmonary alveoli 
before death was found in 18 of 38 infants, and this 
was believed to be the result, and not the cause, of 
the anoxia. 
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The experimental portion of the article was con- 
cerned with capillary blood determinations of the 
oxygen content in 50 premature infants weighing 
_ between 1,000 and 2,500 gm. as compared to the 
oxygen content found in the normal full-term baby. 
It is noted that there is a 50 per cent oxygen satura- 
tion of the blood within the infant in utero. Within 
30 minutes to 3 hours after delivery, this figure rises 
to go per cent. The studies showed that with 85 
per cent or more oxygen saturation at 1 hour of life 
a 4 per cent mortality occurred. With less than 
85 per cent oxygen saturation at 1 hour of life, the 
mortality was 22 per cent. Premature infants can- 
not oxygenate blood as well as mature babies even 
in a §0 to 60 per cent oxygen atmosphere during the 
first hour of life. 


A plea is made for the careful postmortem exami- 
nation of premature infants, and the avoidance of 
analgesic and anesthetic agents which depress the 
immature respiratory centers of premature infants. 

Jack W. Tompson. M.D. 


MISCELLANEOUS 


Early Ambulation Following Delivery. Harry Z11- 
tracus. Acta obst. gyn. scand., 1951, 31: 25. 


For the past 10 years, early ambulation following 
delivery has been the policy in the University Wom- 
en’s Clinic in Helsinki. Following delivery, the pa- 
tients are allowed to sleep for a period of 6 to 8 hours, 
and on the day following delivery they are tmmedi- 
ately gotten out of bed and the amount of mobiliza- 
tion is increased gradually. In order to assess the 
results of early ambulation, the author has excluded 
all of the cases which were complicated by conditions 
such as eclampsia, hypertension, diabetes, heart 
disease, anemia, infections prior to delivery, hemor- 
rhage, severe perineal lacerations, etc. Thrombosis, 
both of the deep and superficial type, was found in 
0.7 per cent of cases, as opposed to 1 per cent, which 
was expected from their previous experience. 

Pulmonary embolism occurred in 0.02 per cent of 
patients as opposed to an expected 0.4 per cent. 
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Intestinal distention occurred in only 6 patients, 5 
of whom had had a cesarean section. The incidence 
of endometritis, likewise, was greatly reduced by 
early rising. In agreement with others, they found 
that involution of the uterus and genital structures 
occurred much more rapidly when the patient was 
allowed to be out of bed shortly after delivery. 
Wound healing of the perineum and abdominal 
wall also seemed to be somewhat improved. There 
appeared to be no difference in the frequency of oc- 
currence of retroflexion, retroversion, or prolapse 
between the women who were allowed to get up early 
and those allowed to remain in bed for longer periods 
of time. James F. DonneEtty, M.D. 


The Hormonal Factors Responsible for the Onset 
of Labor and of Renal and Eclamptic Toxemia 


of Pregnancy (Fattori ormonali nel determinismo 
del parto e della gestosi nefropatica ed eclamptica). 
L. GIANAROLI. Rip. ital. gin., 1951, 34: 303. 


Thirty-five guinea pigs in various periods of 
gestation received estrogens, glucocorticoids, 
chorionic gonadotropin, and progesterone, either 
singly or combined. Most of these substances were 
given orally for 6 days, but in some instances a single 
intracardiac dose of a water-soluble product was ad- 
ministered. This was followed, in every case, by 
the intracardiac injection of posterior pituitary ex- 
tract. Fifteen animals went into premature labor; 
21 had convulsions and, of these, 12 died. Fifteen 
nonpregnant female guinea pigs served as controls. 
They were subjected to the same treatment; 2 
animals died of convulsions. No autopsy reports or 
histological examinations of the organs are men- 
tioned. 

The author deduces from these experiments that 
the onset of labor is determined by the sensitization 
of the myometrium to the oxytocic pituitary hor- 
mone, which is accomplished by the combined action 
of steroid hormones. A toxemic syndrome would be 
the result of a hormonal imbalance in which the 
corticoids play a major role. 

HERBERT TEICHNER, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Acute Renal Insufficiency and the Role of Potas- 
sium with Treatment by Intestinal Lavage. 
Ropert A. KELLEY and Luciws D. Hitt, III. J. 
Urol., Balt., 1951, 66: 645. 

Electrolyte imbalance may play a more significant 
role in acute uremia than has been suspected and 
there is reason to believe that some degree of hyper- 
potassemia is much more common in anuria and 
severe oliguria than has been appreciated in the past. 
When the serum potassium level exceeds 7.5 milli- 
equivalents, the potassium intoxication is capable of 
causing sudden death such as has been noted in 
acute uremia. 

Stimulated by the earlier observations of Hicks, 
the authors devised experiments to evaluate the 
effectiveness of gastrointestinal lavage in the regula- 
tion of serum potassium levels. Uremia was produced 
in dogs by ligating the ureters or by removing the 
kidneys. Temporary hyperpotassemia was produced 
by the intravenous administration of potassium 
chloride. 

A perfusate solution was evolved that compared 
favorably with the ionic equivalents of normal blood 
plasma and of the contents of the jejunum, with the 
exception of the absence of potassium. 

The solution was used for lavage of the stomach, 
duodenum, and jejunum in normal as well as uremic 
dogs. The stomach and duodenum proved to be 
relatively inefficient for lavage, but potassium was 
extracted easily via the jejunum. 

Urea was removed from the serum simultaneously 
but the importance of this has been questioned. The 
authors are convinced that fatalities in uremia are 
more likely due to electrolyte or water imbalance; 
consequently they insist that reduction of hyper- 
potassemia in humans by similar methods should be 
invaluable in selected cases. 

Although clinical examples are mentioned briefly, 
the authors plan to report their clinical experiences 
with jejunal lavage in a subsequent publication. 
They claim that intestinal lavage for removal of 
electrolytes and urea is far more simple than use of 
artificial kidneys, peritoneal lavage, and cross trans- 
fusions. 

An exhibit of these experiments was awarded first 
prize for original research at the 1950 meeting of the 
American Urological Association. 

Ormonp S. Cup, M.D. 


The Risks of Expectant Treatment in the Course of 
Renal Tuberculosis (Les risques de l’expectative 
opératoire au cours de la tuberculose rénale). G. 
Wotrromm, Paut MILLIEz, and R. WoLFrromm. J. 
urol. méd., Par., 1951, 57: 253. 


What are the risks of conservative “expectant” 
treatment in the course of renal tuberculosis? The 


authors review 20 cases in an effort to answer this 
question. Fifteen of the cases were chosen because 
of a long period of observation, and a closed form of 
renal tuberculosis was found at operation in 5 of the 
other patients. The expectant treatment was for a 
period of from 1 year to 244 years. One patient was 
treated for a period of 6 months, 1 for 17 years, and 
2 for 7% years. 

In some cases the expectant treatment was neces- 
sary because of the patient’s delay in accepting the 
proper therapy, or because of negligence in complet- 
ing the necessary diagnostic procedures. The diag- 
nostic precision in the hands of certain roentgenolo- 
gists has permitted an extremely early diagnosis in 
renal tuberculosis. The appearance of the specific 
antibiotics has provided a basis for the removal of a 
tuberculous kidney when the function of the kidney 
was equal to that of the opposite side. In the re- 
moval of an early tuberculous lesion, the patient 
may be caught in a phase of acute generalization of 
the disease. The tendency to postpone surgical treat- 
ment in the hope that a medical cure can be obtained 
is associated with considerable risk. It is extremely 
difficult to follow the clinical course of tuberculosis 
—an insidious disease with variable symptoms from 
one case to another. 

In patients with an aseptic pyuria as well as those 
who harbor the common pathogenic organisms, a 
diligent search of the urine for Koch’s bacillus for 
an extended period of time should be made. Patients 
with or without pyuria, who have lumbar pain or 
hematuria, should be studied urographically. Each 
x-ray picture should include the superior renal pole, 
the lumbosacral spine, and also the symphysis pubis. 
If the pictures are not diagnostic, they should be re- 
peated periodically. In patients with infections of 
the genital tract and in those with acute urethritis 
and infections of the urinary tract (especially with 
tuberculous infection), a possibility of renal tuber- 
culosis should be considered. In patients with al- 
buminuria, a search for pyuria (particularly tuber- 
culous pyuria) should be made in order to establish, 
if possible, an early diagnosis of renal tuberculosis. 

When the diagnosis of renal tuberculosis becomes 
well established and there are no other manifesta- 
tions of tuberculous localization in the other kidney 
or other organs, nephrectomy should not be delayed. 

The lesions may be bilateral in this type of infec- 
tion. The authors report the case of a patient in 
whom the diagnosis of bilateral renal tuberculosis. 
was established 26 years before nephrectomy was 
done. Following nephrectomy, a complete cure was 
obtained. 

Occasionally renal tuberculosis will cause a lower- 
ing of the total renal function with azotemia. After 
the removal of a large, caseous tuberculous kidney, 
a patient was reported to have benefited from the 
procedure when the blood urea fell from 112 to 44. 
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Disappearance of the tubercle bacillus from the 
urine may erroneously suggest that the patient has 
been cured. In 1905, tubercle bacilli were found in 
the urine of a patient. He was given Marmorek’s 
serum with subsequent disappearance of the bacillus. 
A report of this case appeared in the Journal des 
Praticiens as ‘‘A Case of Tuberculous Cystitis Cured 
by Marmorek’s Serum.” In 1922, when tubercle 
bacilli were again found in the urine, a left nephrec- 
tomy became necessary. 

It may be difficult to convince the patient that it 
is imperative for him to submit to the proper exami- 
nations, and to subsequently submit to nephrectomy 
if it seems advisable. 

During the period of expectant treatment, it is 
essential to observe (1) if there is any progression 
of the renal lesion, as seen in the pyelograms; (2) if 
the status of the total renal function changes; and 
(3) if the comparative renal function of both kidneys 
is altered and the function is lowered in the involved 
kidney. Nephrectomy should be considered in the 
presence of these findings. 

When the function of the tuberculous kidney is 
two-thirds of that of the normal one and there are 
minimal anatomical alterations in the pyelogram, 
temporization is permitted. It is also possible to 
observe a patient of this type if there is no evidence 
of involvement of the ureter and no evidence of par- 
enchymal involvement. If the function of the dis- 
eased kidney drops below two-thirds of that of the 
normal one, the tuberculous lesion is always one of 
marked parenchymal destruction. It is in patients 
presenting this condition that transitory azotemia 
is sometimes found. 

It has been thought that the development of cysti- 
tis in the course of renal tuberculosis suggests an in- 
curable disease, and a strong argument for immedi- 
ate nephrectomy. Bernard Fey established the idea 
that the indications for nephrectomy should not be 
based solely upon the symptom of cystitis. There is 
no constant relationship between the intensity of 
cystitis and the amount of destruction of the renal 
parenchyma. In some cases cystitis does not dis- 
appear following nephrectomy; in other cases very 
severe cystitis will subside soon after the nephrec- 
tomy; and it may continue for many years after 
operation. The persistence of cystitis after operation 
should suggest involvement of the opposite kidney, 
but this must be proved. 

The article contains a table showing the persist- 
ence of cystitis in the 20 cases that were studied. 
Twelve of the patients showed an absence of, or only 
fleeting, cystitis. Two patients had only a moderate 
degree of cystitis, while in 6 patients the cystitis was 
quite severe. 

Urographic observation should be made to deter- 
mine the progression of the renal lesions. If the first 
pyelograms do not clearly indicate an immediate 
nephrectomy, the x-ray findings should be checked 
by two successive examinations at a maximum of 4 
months apart; an interval of 3 months is preferable. 
If the patient has been placed on antibiotic therapy 


it may be possible to wait 6 months before x-ray 
examination is repeated. It is not well to wait longer 
than 6 months before repeating the urographic study 
of the patient. 

X-ray findings which indicate the necessity for 
nephrectomy are as follows: (1) progressive increase 
in the size of the cavity, and (2) involvement of the 
ureter. 

It is not always easy to determine the changes in 
the ureter, but if the ureteral contour becomes irreg- 
ular and the ureter does not empty with a normal 
peristalsis, if the ureteral deformity appears on suc- 
cessive pyelograms, or remains during successive ex- 
aminations, it can be assumed that there is a pro- 
gression of the disease. If the ureter fails, because of 
obstruction, to conduct the urine from the kidney 
and a hydronephrosis develops, the advancement of 
renal tuberculosis can also be assumed. 

The presence of opacities within the renal area 
suggests the possibility of a calcification associated 
with the caseous type of renal tuberculosis. 

A certain degree of renal azotemia accompanies a 
number of cases of renal tuberculosis. Of the 19 pa- 
tients studied from this viewpoint, 7 had almost 
normal renal function. In 7 other patients the renal 
function was altered, but not enough to preclude 
nephrectomy. Five of the patients had a marked 
reduction of renal function; in spite of this, they 
underwent nephrectomies with return to a favor- 
able degree of renal function after operation. If the 
reduction of renal functionis caused by nephritis and 
is not due to the presence of tuberculosis, there is 
less chance for a return of a favorable renal function 
following nephrectomy. 

It is important to determine the relative function 
of the two kidneys prior to nephrectomy. While in- 
travenous pyelography is of value in determining the 
involvement of the kidney, it is by retrograde cathe- 
terization that the urine from each kidney can be 
examined for the organism, and the divided phenol- 
sulfonphthalein test can be determined. 

The decrease in the renal function of the tubercu- 
lous kidney gives an indication of the increase in the 
size of the parenchymous lesion. 

The examination of the divided urine specimen 
from each kidney is a valuable adjunct in the study 
of all cases of renal tuberculosis. The risks of exten- 
sion of tuberculosis to other parts of the body should 
be considered. Extension of tuberculosis to the peri- 
nephritic fossa usually offers little difficulty in the 
treatment of this condition. 

The development of genital tuberculosis does not 
seem to be of as great importance in the expectant 
treatment as that of the renal parenchymal lesions. 
Tuberculosis of the bone with renal tuberculosis is 
frequently observed. 

When the patient has renal tuberculosis, one should 
always think of an associated Pott’s disease, and 
special roentgenograms should be obtained of the 
vertebrae in order to rule out this possibility. 

The pulmonary and renal lesions of tuberculosis 
are usually not associated, but the possibility should 
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always be kept in mind; the development of an acute 
pulmonary lesion in the course of the expectant treat- 
ment of renal tuberculosis is also a possibility: 

The digestive tract is usually not involved in pa- 
tients who have renal tuberculosis. The authors, 
however, were able to cite 3 cases which showed in- 
volvement of the gastrointestinal system, as well as 
of the kidney. 

The general health of the patient during the ex- 
pectant treatment of renal tuberculosis seems to de- 
pend more on the patient’s mental make-up than on 
the symptoms caused by the disease. Good personal 
hygiene, good digestion, long rest periods, and a 
suitable climate are important adjuncts in the med- 
ical treatment of tuberculosis. Streptomycin, para- 
aminosalicylic acid, the sulfonamides, and chaul- 
moogra oil are frequently used, but not always, in 
the expectant treatment of renal tuberculosis. The 
use of these drugs appears to cause favorable regres- 
sion of the postoperative lumbar fistulas and the 
cystitis. 

In conclusion, the authors state that they do not 
wish to discredit or counsel against the expectant 
medical treatment of renal tuberculosis. However, 
they believe that during conservative treatment the 
patient should be kept under strict observation, for 
sometimes the renal lesions can be progressive dur- 
ing expectant treatment and thus dangerous to the 
patient. The urograms should be repeated every 4 
to 6 months and the expectant treatment should be 
discontinued (1) if there is an enlargement of the 
tuberculous cavity of the kidney; (2) if a ureteral 
involvement appears on the side of the tuberculous 
kidney; and (3) if a ureteritis develops on the side 
opposite to the tuberculous kidney, because of the 
risk of development of a hydronephrosis in a healthy 
kidney. Conrap A. Kueun, M.D. 


Partial Nephrectomy in the Treatment of Renal 
Tuberculosis (A propos de la néphrectomie partielle 
pour tuberculose rénale). Paut Larcet. J. Urol. 
Med., Par., 1951, 57: 163. 

It is no longer necessary to justify partial ne- 
phrectomy in the treatment of renal disease. 
Many authors have commented upon this pro- 
cedure as a surgical treatment for benign and in- 
flammatory lesions of the kidney. 

Because the lesions of tuberculosis involving the 
kidney are always multiple, it is only by micro- 
scopic study that one is able to confirm the extent 
of the renal involvement. 

France and other countries have gradually 
adopted the use of partial nephrectomy (with suc- 
cess) in the treatment of renal infections. The good 
results of this operation may also be due to the 
use of antibiotics. 

Two problems present themselves. One of these 
concerns the bacteriological aspects of the disease, 
the other, the limits to which partial nephrectomy 
can be extended. 

The exposure of a focus of tuberculosis involves 
a double risk. The one is that of postoperative 
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generalized dissemination of the disease, and the 
other is that only partial removal of a tuberculous 
lesion may result from a heminephrectomy. 

The generalized dissemination of the organism 
is thought to be quite small in cases in which anti- 
biotics are used postoperatively. There is no spe- 
cial risk of generalized dissemination of the tu- 
bercle bacillus. 

The incomplete removal of the tuberculous le- 
sion presents more of a problem. There exists 
those forms of the disease not sufficiently localized 
to permit a partial nephrectomy. From a prac- 
tical point of view then, there are considerations 
that must be evaluated before a partial nephrec- 
tomy is attempted. 

The localization of the lesion and whether or not 
it is associated with a diffuse miliary lesion of the 
kidney is of primary consideration when this op- 
eration is considered. The lesions may involve 
both poles of the kidney or a large portion of the 
kidney, and in this way it would not be feasible to 
leave only a small portion of the kidney following 
the operation. With regard to the criteria for this 
operation, the author insists that the lesions be 
definitely localized; the lesions must also be small 
so that a large portion of the kidney is not involved. 

The best way to judge whether the tuberculous 
lesions are quite circumscribed and limited is by 
the length of time they have been known to be in 
existence. Observation of the renal lesion uro- 
graphically will establish the unilaterality of the 
disease process and also establish the fact that the 
other kidney is not involved. If the bladder is 
not involved and the tubercle bacillus is apparent- 
ly localized in the kidney, or the tubercles are 
found “accidentally” in the urine, a partial ne- 
phrectomy can be considered. 

The parenchymatous renal lesion of tuberculosis 
must be well localized. It must be proved that the 
lesion is not an expanding one, after a long period 
of observation, and there must be no evidence 
that the process has extended during the period 
of observation. 

After examination of the kidney by urography, 
pyelography, aortography and nephrography, ac- 
cording to the technique of Vesey, Dotter, and 
Steinberg, the renal vessels and the anatomy of 
the kidney must be shown to permit a partial 
nephrectomy. 

The tuberculous lesions in the bladder must also 
show rapid regression if this type of surgical pro- 
cedure is to be considered. After all these restric- 
tions are taken into account, the number of cases 
suitable for partial nephrectomy is quite limited. 

In the service of M. le Proressor FEy, 9 pa- 
tients have been treated by partial nephrectomy. 
The technical problems are those associated with 
hemostasis, suture and drainage. 

G. de Rovvitte counseled against delay of 
hemostasis of the cut section of the kidney and 
suggested that the correct placing of the sutures 
in the renal wound would control hemorrhage. 
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TABLE I 
be- 
een On- 
Onset of set of | Postoper-| strepto- 
Case Age symptoms Localization symptoms ative —- Healing Results 
an 
operation 
(1) 35 1942, Left kidney, inferior pole | 7 months | None None Primary | Normal I.V.P. after 5 months, 
Cystitis persistent pyuria, secondary 
nephrectomy, di 
(2) 44 1941 Right kidney, inferior pole} 3 years None None Primary | Cystitis isti ears, 
(3) 56 1947, Left kidney, superior pole | 8 months | None 18 gm. Primary | Healed left kidney, secreting 
Cystitis normally 
(4) 33 1948. Right kidney, superior 2 months | None 12 gm. Primary | Healed, right kidney, functioning 
Cystitis pole normally 
(5) 35 1949, Left kidney, superior pole | 2 months | None 22 gm. Primary | Healed, left kidney, secreting 
Cystitis normally 
(6) 25 1947 Left kidney, superior pole | 16 months} None 16 gm. Fistula _|Healed, left kidney, not function- 
Pyuria plus 2 mo. ing 
18 gm. 
(7) 36 1941 Bilateral, superior pole, 8 years None 45 gm. Fistula Persistent cystitis, secreting 
Cystitis Removal R. I mo. normally. 
(8) 33 1949, Right kidney, superior to months| From the | Many Fistula Fistula closed 2 months after 
Cystitis pole — series surgery. Kidney functioning 
lyx 
(9) 32 1950 _ Right kidney, superior 3 months | None 40 gm. Parietal | No appreciable improvement 
Hematuria pole suppura-} 
tion 


A. Guyotat thought that extrahilar division of 
the renal artery facilitated partial nephrectomy 
with preliminary ligation of the branch of the 
artery associated with the segment to be resected. 
He believes that the inability to do a preliminary 
ligation of the branch of the renal vessels is not an 
obstacle to partial nephrectomy. The electric 
bistoury and suture of the remaining kidney with 
fragments of muscle will assure hemostasis. 

It is very difficult to avoid injury to the renal 
vessels and their branches while trying to dissect 
and isolate the vessels to the portion of the kidney 
that is to be removed. 

The author advises clamping of the pedicle while 
repair of the resected segment is taking place. A 
clamp can be placed on the renal pedicle for an 
hour without functional damage to the kidney. 
This length of time is sufficient to repair the re- 
sected kidney. 

Suture of the kidney is absolutely necessary to 
control hemorrhage. The following technique for 
suture of the kidney was suggested. The incision 
into the kidney is made in the form of a dihedral 
in order to facilitate suture of the kidney. Three 
layers of transfixion sutures are used to close the 
two parts of the kidney. The capsule of the kid- 
ney is caught by the sutures. Ribbon catgut or 
aponeurosis can be used to inforce the capsule in 
suturing of the cut surface. The interposition of 
a section of muscle or a preparation of thrombin 
may also facilitate hemostasis. 

The suture of the cut section of the calyces is 
necessary in order to avoid a postoperative lumbar 


urinary fistula. It is not always easy to suture the 
cut section of the calyces because the tissue is 
friable and easily cut through by a suture. With a 
small needle and fine suture this delicate step can 
always be done. 

Drainage of the renal fossa should be continu- 
ous over a considerable period of time. With su- 
ture of the opened calyces, the normal pyelo- 
ureteral state is not disturbed and the drainage 
of the pelvis, either by the use of an indwelling 
ureteral catheter or through a pyelonephrostomy, 
need not be a necessity. The drainage of the 
renal fossa must be continued, however, for a con- 
siderable period of time, for it permits the first 
recognition of a leak in the cut surface of the 
calyces. If a urinary fistula develops from a leak 
in the calyceal system, the use of an indwelling 
ureteral catheter will facilitate closure of the 
urinary sinus. 

From the study of these 9 cases, the author 
reached the following conclusions: 

1. Partial nephrectomy does not present any 
more danger than a total nephrectomy. 

2. The results were good in 4 of 7 cases, with 
good function of the remaining kidney after 3 
years, 2}4 years, 2 years, and in another case ob- 
served for a 2 year period. 

With the use of the antibiotics, the number of 
partial nephrectomies for renal tuberculosis will in- 
crease. The use of partial nephrectomy for the 
localization of unilateral renal lesions will also 
help the antibiotics to complete the cure of renal 
tuberculosis. Conrap A. KueEun, M.D. 
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Epithelioma of the Renal Pelvis (Epitelioma de la 
pelvis renal). R. A. Rupr, A. E. Grima and R. 
Eraso. Rev. argent. urol., 1951, 20: 13. é 

The authors report on another case of epithelioma 
of the renal pelvis which is conspicuous in that the 
patient has at present a four-year survival despite 
subtotal nephroureterectomy. Although the authors 
recognized the absolute indication for total nephro- 
ureterectomy, the patient refused extirpation of the 
ureteral segment. Hematuria, persistent and con- 
tinuous, was the original symptom causing extreme 
anemia and debility. Cystoscopically, gross bleeding 
from the left ureter was seen. Later, retrograde 
pyelography disclosed a filling defect obliterating 
the superior calyceal system and encroaching on the 
superior portion of the pelvis. The right kidney was 
normal. Through a lumbar approach, the left kidney 
was extirpated. Pathologic examination disclosed 
a sessile papillary epithelioma of the superior portion 
of the renal pelvis. 

Four years later the patient was readmitted for 
urinary retention attributed to a small prostatic 
adenoma. Several days’ treatment with an indwelling 
urethral catheter afforded relief without surgical 
intervention. MicuEL Drosinsky, M.D. 


Epithelioma of the Renal Pelvis (Epitelioma de la 
pelvis renal). ARMANDO TRABUCCO and CONSTANTE 
Comortto. Rev. argent. urol., 1951, 20: 40. 


Epitheliomas of the renal pelvis are not common; 
they account for about 10 per cent of all renal 
neoplasms. The authors present the case of a 50- 
year-old male in excellent health who suddenly de- 
veloped hematuria of 3 days’ duration, without 
dysuria or other symptoms. Urologic examination 
disclosed an absence of indigo carmine excretion 
from the left kidney. An intravenous pyelogram 
failed to show the pelviocalyceal system on the left. 
Retrograde pyelography, even under pressure, failed 
to fill the left kidney, merely causing a reflux of dye 
in the bladder. 

The authors concluded that the kidney was af- 
flicted by a neoplasm and recommended surgery, 
which consisted in simple nephrectomy. Pathologic 
examination disclosed, in addition to old multiple 
renal infarcts and ascending pyelonephritis, a large 
sessile papillary epithelioma involving the renal 
pelvis and calyceal system in its entirety. While it is 
true that the sessile type of papillary epithelioma is 
less malignant than others, it is generally recognized 
that a total nephroureterectomy in these cases will 
increase the survival rate impressively, so that the 
operation of simple nephrectomy with periodic sub- 
sequent examinations to detect recurrence in the 
ureter is generally disapproved, if not condemned. 
It is difficult to judge from the microscopic slide and 
the pathologic grading the rate of recurrence in this 
tumor, and while some patients have a ten-year 
survival following simple nephrectomy, the con- 
sensus at urological congresses has been for radical 
nephroureterectomy as the best treatment for this 
condition. MicveEt Drosinsxy, M.D. 


Chorionepithelioma of the Kidney (Su di un caso di 
corion-epitelioma del rene). LorENzO MIOLA and 
ANTONIO MANNELLI. Arch. ital. wrol., 1951, 25: 15. 


In reporting this single instance of renal cho- 
rionepithelioma (choriocarcinoma, deciduoma ma- 
lignum) the authors do not state categorically that 
the growth was primary in the kidney; they merely 
state that they were unable to locate any extrane- 
ous source for the neoplasm. If, however, the 
growth should prove Lo be primary in the kidney, 
the site of this new growth would indeed be ex- 
ceptional. The authors state that they have not 
seen any report of the site of the deciduoma ma- 
lignum in the world’s medical literature. 

The patient was a 42-year-old woman who had 
given birth to 4 children, the last one 2 years pre- 
viously. The present illness began about a year 
ago in the form of a heaviness in the regions of 
the right flank, accompanied by occasional mild 
pains at this location. Of late the pains had be- 
come almost continuous, and they were accom- 
panied by crises of genuine colic. These attacks 
were followed, as a rule, by the emission of a tur- 
bid urine with abundant sedimentation of a mate- 
rial showing evident traces of blood. 

The preoperative examination disclosed an ema- 
ciated woman with anemic appearance. The right 
flank was occupied by an elongated mass the size 
of a child’s head, slightly movable on respiration, 
and evidencing a mild degree of ballottement with 
the two-hand maneuver. The mass extended from 
up under the liver, downwards and forwards, was 
rather smooth, and of hard-elastic consistency. As 
a whole, the tumor seemed painful to handling, as 
were the costomuscular points, the renal pelvic 
region and that of the upper portion of the ureter. 
The signs of Giordano and of Murphy were posi- 
tive. The colon was shown to be normal and to 
pass in front of the tumefaction. A trace of blood 
in the sedimentation of the urine was verified and 
some large, poorly staining elements were found, 
which were considered to be tumor cells. | 

At operation the huge, infiltrated right kidney 
was removed with rather surprising ease. Histo- 
logic examination of the tumorous kidney dis- 
closed all of the findings which are regarded as 
classic for chorionepithelioma of the uterus. There 
were present the typical Langhans cells enmeshed 
in the typical decidual syncytium of the uterine 
deciduoma, and also the typical lacunar blood 
spaces, without a trace of the vascular wall, just 
as in the uterine process and just as in the normal 
placenta. The process of spread of the tumor was 
partly in the guise of a vascular invasion; however, 
this was not the entire process. There was also 
evidence of pressure necrosis of the kidney tubules 
which, in places, had become hyalinized or plain 
necrotic, and bordered the surface of contact be- 
tween the neoplastic and the kidney tissues; in 
other places the parenchymatous tissues showed 
evidences of a struggle between the renal and the 
extraneous tissues; the cells of the tubules had 
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become transformed into a fibrous tissue, reinforc- 
ing, on the whole, the rather meager renal stroma. 
There was even present in places—perhaps also 
in the guise of a reinforcement—extensive areas of 
small cell infiltration. This tendency of resistance 
to the spread of the process probably explains why, 
after such a long period of development, the tumor 
seemed still to be limited to the kidney itself. 
Most interesting, however, were the blood vessel 
relationships of the tumor. Where the tumor had 
encroached upon a renal blood vessel, its cells 
seemed to have the power of eroding the vascular 
wall and invading the lumen in the form of a pro- 
liferating mass which caused compression and de- 
struction of the vessel wall, and in many places 
had substituted an odd arrangement of its specific 
cells (Langhans, syncytial) as though attempting 
to form a new vascular wall. This behavior was 
exactly the same as that encountered in the nor- 
mal placenta. It is this odd behavior which gave, 
in this case, a certain semblance to the claims of 
Bostroem who asserted that the advance of the 
tumor consists of the production of some activating 
substance which transforms the mesenchymal tis- 
sues accompanying all blood vessels, into the syn- 
cytial cells of the deciduoma, and that these cells, 
in turn, by a process of maturation, develop a more 
and more distinct cell body until they are finally 
changed over into Langhans cells. This is to 
postulate, of course, that the chorionepithelioma 
is not an epithelioma at all, but a sarcoma. . 
Joun W. Brennan, M.D. 


Unusual Renal Tumors. Tuomas D. Moore. J. Urol. 
Balt., 1951, 66: 533. 


Because of profound confusion in the nomencla- 
ture of renal tumors, the author endorses the classi- 
fication advocated by Culp and Hartman in 1948. 
This classification divides cortical neoplasms into 
those arising from adult tubules (carcinoma) and 
those of embryonal origin (mesoblastic nephroma). 

The application of this classification to 44 malig- 
nant tumors revealed 25 clear or granular cell car- 
cinomas (hypernephroma), 6 embryonal growths, 
and 13 primary pelvic tumors. The embryomas in- 
cluded 3 mixed cell tumors, 2 undifferentiated car- 
cinomas, and 1 fibrosarcoma. 

Three tumors in the author’s series—a mixed cell 
mesoblastic nephroma (Wilms’ tumor) in an adult, 
a sarcomatous mesoblastic nephroma, and an epi- 
dermoid carcinoma associated with renal tuber- 
culosis—presented unusual features. The literature 
on these 3 unusual types of renal neoplasms is re- 
viewed briefly. Ormonp S. Cutp, M.D. 


BLADDER, URETHRA, AND PENIS 


An Operation for the Cure of Urinary Incontinence 
in the Male. Cxartes J. Cooney and Georce R. 
Horton. J. Urol., Balt., 1951, 66: 586. 


Three patients with urinary incontinence after 
transurethral, suprapubic, and radical perineal 
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prostatectomy, respectively, were treated by passing 
fascial slings beneath the urethra, similar to the 
method described by Millin. A strip of fascia was 
freed from the rectus sheath on each side, placed 
under the bulbous urethra and sutured near the 
inguinal ring on the opposite side. 

Two patients were cured of their incontinence, but 
failure followed in the patient treated previously by 
perineal prostatectomy. This failure was thought to 
have been caused by overzealous tightening of the 
fascial slings which resulted in pressure necrosis of 
the urethral wall and urinary extravasation. Sur- 
gical drainage and readjustment of the slings failed 
to improve the incontinence. 

Ormonp S. Curr, M.D. 


Fibroma of the Bladder Wall (Fibroma de pared de 
vejiga). Carotos F. TeETtaMANTI. Rev. argent. urol., 
IQ5I, 20: 51. 

The rarity of fibrous tumors in the urinary tract 
truly justifies this report of a fibroma of the renal 
pelvis and one of the urinary bladder. The first case 
confused the authors because of the previous devel- 
opment of renal calculosis with subsequent discovery 
of an impacted left ureteral calculus at the level of 
the ischial spine at the time of admission for obsti- 
nate hematuria. A Gibson incision with ureteral ex- 
ploration disclosed the calculus which was removed; 
the ureter was sutured and the area was drained for 
5 days. The patient was dismissed in 14 days, but 
at no time did the urine clear of blood. A few months 
later, the patient was readmitted because of persist- 
ent hematuria. After a few days of rest to eliminate 
the confusing effect of clots, retrograde pyelography 
was done, including pneumoretropyelography; the 
findings were negative. Concluding that the hema- 
turia was due to ureteritis or papillitis, the author 
placed the patient under suitable and intensive anti- 
biotic management. With varying periods of remis- 
sions and exacerbations of the hematuria, it was de- 
cided to repeat the retrograde pyelography, which 
revealed a filling defect on the superior pole of the 
pelvis, the size of an olive. Pathologic report of the 
resected kidney disclosed ulcerating fibromyoma of 
the renal pelvis. 

In the second case, that of a 50-year-old male, the 
patient presented himself because of diurnal fre- 
quency, some nocturia, dysuria of varying intensi- 
ties, and intermittent hematuria over a year’s pe- 
riod. In the last 1o days, the patient had suffered 
rather steadily from terminal hematuria. He had 
also noticed a reduction in the size of the stream with 
periodic urinary turbidity. He had been placed on 
antibiotics and sounded with no consistent relief. 
Cystoscopy revealed a mass several centimeters in 
diameter projecting submucosally on the left upper 
wall of the bladder into the lumen. This mass was 
surrounded by an area of marked hyperemia and 
edema. Pneumocystography of the bladder revealed 
a filling defect caused by an intraluminal mass on 
the left side. With a diagnosis of neoplasm, a trans- 
verse suprapubic incision was made and the bladder 
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opened longitudinally. With the cautery knife, an 
incision was made over the mucosa, and with the 
finger, a plane of cleavage was established and the 
encapsulated tumor was shelled out like the prostate 
gland is enucleated. The microscopic diagnosis was 
fibromyoma of the vesical wall. 

Apart from being rare, these cases emphasize what 
has been the experience of many a seasoned urologist 
and the dilemma of the neophyte; therefore, thor- 
ough investigation of the calculus cases, both meta- 
bolically and roentgenologically, is necessary because 
cure of the condition may not follow simple delivery 
of the stone. MicveEt Drosinsky, M.D. 


Carcinoma of the Urethra. E. W. Ricues and T. H. 
Cutten. Brit. J. Urol., 1951, 23: 209. 


This is a cursory review of the literature with a 
report of an additional 34 cases of carcinoma of 
the urethra. The literature suggests that this rare 
lesion is commoner among women than men, and 
this supposition is upheld in this series, in which 
19 of the 34 patients were women. 

From the etiologic standpoint, a history of gon- 
orrhea or stricture (especially the latter) is com- 
mon among males. Stricture has been reported in 
as high as 72 per cent of the cases in some series. 
In the author’s group it was found to be a factor 
only in the males, with lesions in the bulbomem- 
branous urethra. It is to be remembered that the 
so-called stricture may be a carcinomatous lesion 
instead of a stricture. The authors believe that 
papillomas and caruncles are not predisposing fac- 
tors in this disease. They warn, however, against 
mistaking a carcinoma of the urethral meatus in a 
woman for a caruncle. All caruncles which are re- 
moved should be examined microscopically. 

Histologically, squamous-cell carcinomas pre- 
dominate in both sexes. The few adenocarcinomas 
found are usually in women. Histologic data were 
included in only 30 of the 34 cases in the authors’ 
series; there were 14 cases of squamous cell, 7 
cases of transitional cell, and 3 cases of columnar 
cell carcinomas. The remaining 6 cases were as- 
sociated with, or were extensions of, a tumor of the 
bladder. The authors believed there was no cor- 
relation between the histologic type of the tumor 
and the prognosis. 

Metastasis to the inguinal glands occurs in at 
least 50 per cent of cases. It was present in 16 of 
the 34 cases in this series. In the male, when the 
corpus cavernosum becomes invaded, there may be 
widespread blood-borne metastasis. 

The authors divided their 34 cases into three 
clinical groups: group I, group II, and group III. 

In group I the lesions involve the urethral mea- 
tus in the female and the anterior urethra in the 
male. There were 9g cases in this group. The main 
clinical features of this group are tumor, urinary 
disturbance, and discharge. The prognosis is good. 
The best treatment in the male is partial ampu- 
tation of the penis. In the female, treatment with 
radium is best. 
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In group II the lesions invade the bulbomem- 
branous urethra in the male and the vulvourethra 
in the female. There were 19 cases in this group. 
The chief clinical features are dysuria or retention, 
discharge, tumor or abscess, and pain. The prog- 
nosis is poor, owing to late diagnosis and early 
metastasis. Metastasis was present in 15 of the 
19 cases. Treatment is not too satisfactory. Local 
excision is inadequate and should not be carried 
out. Block dissection of the inguinal glands is 
indicated. In the male, radical amputation of the 
penis may suffice but often total removal of the 
bladder and urethra is necessary, with ureteral 
transplants to the bowel. In the female it may be 
necessary to remove the uterus and vagina in ad- 
dition to the bladder and urethra. In many cases 
the disease is so far advanced that radium or 
roentgen therapy are the only forms of treatment 
available. 

The 6 cases in group III included those in which 
carcinoma of the bladder had involved the urethra. 
The urethral involvement adds greatly to the grav- 
ity of the bladder growth. Transplantation of the 
ureters to the bowel and total removal of the 
bladder and urethra are to be considered. 

The authors include brief abstracts of the 34 
cases in their series. Joun L. Emmett, M.D. 


GENITAL ORGANS 


The Clinical and Endoscopic Findings in the First 
Stages of Prostatic Hypertrophy (Clinique et 
endoscopie de l’hypertrophie prostatique a ses 
débuts). P. THéveNARD. J. urol. méd., Par., 1951, 
57: 335- 

The studies of prostatic hypertrophy which have 
been reported have been those of the advanced stage 
of the condition, little attention having been paid to 
the initial findings, both clinical and endoscopic. 
The author has made a study of the first stages of 
adenofibromyoma of the prostate, the so-called 
prostatic hypertrophy. The first signs of this condi- 
tion are those associated with the posterior urethra, 
the urogenital crossroads, and the bladder neck. 

Polyuria constitutes a common initial symptom 
in a large number of cases of prostatic hypertrophy. 
The urine is passed with a moderate increase in 
frequency, and it is clear. Excessive polyuria may 
be present for a number of years, but it may disap- 
pear spontaneously. However, it is usually the 
symptom that causes the patient to seek medical aid. 
The ingestion of alcoholic beverages usually causes 
irritation of the posterior urethra, thus increasing 
the polyuria. There are two other symptoms as- 
sociated with the use of alcoholic beverages: one is a 
burning sensation in the posterior urethra—more 
marked on urination—and the other is a feeling of 
pressure in the perineum. 

The feeling of pressure in the perineum is a clas- 
sical symptom of prostatic inflammation, and it is 
often found in patients with prostatic hypertrophy. 
This sensation may be associated with a feeling of 
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weight as well as pain in the same location with 
radiation to the base of the rectum. 

The perineal pain and the sacral pain is usually 
worse in the morning when getting out of bed, and 
the symptoms suggest those of rheumatism. 

A certain degree of tenesmus may be associated 
with the preceding symptoms or, more often, it may 
become acute. Some patients have repeated noc- 
turnal erections that cause them to seek medical aid. 

There is still another symptom which is con- 
sidered to be of importance—a clear, serous, urethral 
discharge that is free from bacteria on repeated 
examinations. 

Finally, hemospermia is a symptom of early 
prostatic enlargement. However, the incidence of 
this symptom is not great. When it is present, it 
suggests the same histopathological process as 
metrorrhagia associated with fibromyoma in the 
female. 

While polyuria, perineal and sacral pain, glandular 
hypersecretion, and hemospermia are not the only 
signs of early prostatic hypertrophy, they are never- 
theless quite characteristic of this condition. 

Chronic inflammation of the prostate may present 
the same symptoms. However, rectal examination 
may help to differentiate the one condition from the 
other. If rectal examination reveals an increase in 
the size of the prostate, an increase in the size as- 
sociated with regularity of form, a firmness of the 
gland with involvement of both lateral lobes, the 
findings are those of prostatic hypertrophy. -If the 
examination reveals an irregularity of the gland and 
an induration, chronic prostatitis is probably pres- 
ent. 

It is then by endoscopic visualization of the 
posterior urethra that one can establish the diag- 
nosis of early prostatic hypertrophy, and it is on 
this endoscopic visualization that the author has 
based his study of the initial changes in prostatic 
hypertrophy. 

By uroscopic study of the prostatic urethra, the 
author has divided the prostate into three portions, 
two lateral lobes and a median lobe that serves as a 
bridge between the two lateral lobes. The author 
then divides the evolution of prostatic hypertrophy 
into three periods, or phases. The first phase, that is 
to say the first endoscopic change, is characterized 
by enlargement of the median lobe that is entirely 
intraurethral and subcervical. In the second phase, 
the definitely established endoscopic changes involve 
the vesical neck, the enlargement and altering of the 
normal contour of the posterior urethra. In the 
third phase, the established hypertrophy with the 
classical endoscopic findings associated with the 
typical clinical symptoms is that usually found on 
uroscopic examination. 

In the first period of prostatic enlargement there 
is an increase in the volume of the median lobe with 
the progressive formation of a curve that extends 
over two-thirds of the cervicomontanal space. 
The lateral lobes show perceptible protrusion, ex- 
tending from the bladder neck to the verumontanum. 
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verumontanum 


urethra neck bladder 


Fig. 1 (Thévenard). Modifications of the median lobe in 
prostatic hypertrophy: (1) normal; (2) beginning hyper- 
trophy, first stage; (3) second stage, usual type; (4) second 
stage, enlargement of median lobe; (5) bladder neck bar; 
and (6) established prostatic hypertrophy, classical third 
stage. 


The median and lateral lobes do not occlude the 
posterior urethra but maintain sufficient distance 
between them for urethroscopic visualization of the 
entire prostatic urethra. 

The second stage is endoscopically characterized 
by the enlargement of the median lobe involving the 
bladder neck and further enlargement of the lateral 
lobes with primary distortion of the circular contour 
of this portion of the urethra. It is usually these 
uroscopic findings that constitute the first typical 
picture of prostatic hypertrophy. 

The third phase of prostatic hypertrophy shows a 
marked advance between the first and the last stage 
endoscopically. It is this stage that is usually 
described as being the typical endoscopic picture of 
prostatic hypertrophy. 

These three stages are not only described in full 
detail, but the author has drawings, diagrams, and 
pathological specimens pictured to illustrate them. 
He also presents cases to illustrate the early symp- 
toms of prostatic enlargement. 

Two patients had sensitivity to alcoholic bever- 
ages, which caused one (age 34) to have a tickling 
sensation in the posterior urethra accompanied by a 
sensation of pain, heaviness, and pressure in the 
perineal region. There was also polyuria brought on 
by the ingestion of alcoholic beverages. 

The other patient was 37 years of age and had 
consulted the author because of polyuria of 3 
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months’ duration brought on by the drinking of 
wine. Endoscopic examination revealed typical 
findings of the second stage of prostatic hyper- 
trophy in both of these patients. 

In 2 other patients the uroscopic examination was 
done because of persistent nocturnal erections. One 
patient was 44 years of age and the other was 47. 
Again, both of the patients showed enlargement of 
the prostate gland. 

Two more men first consulted the author because 
of a urethral discharge. The first patient, a man 34 
years of age, had prostatic hypertrophy in the first 
stage, as described in this article. The second man, 
38 years of age, was treated with various medicines 
for 2 or 3 years for a recurrent urethral discharge. 
Dilatations were made with Kollmann or Beniques 
dilators and instillations of silver nitrate were given. 
Rectal examination showed an enlarged prostate, 
and visualization of the posterior urethra revealed 
prostatic hypertrophy in the third stage. 

Another reported case was that of a man 42 years 
of age with a urethral discharge and a “morning 
drop.” Rectal examination showed a slight en- 
largement of the prostate gland. Endoscopic ex- 
amination revealed the lateral lobe to be slightly 
increased in size, but the median lobe was quite 
enlarged. 

One man, 52 years of age, had hemospermia at the 
age of 45 with an insidious increase in polyuria. 
Visualization of the posterior urethra showed tri- 
lobed prostatic enlargement. 

The patient in the last case reported was 42 years 
of age and his symptom was hemospermia without 
any other urological finding. Endoscopic examina- 
tion revealed prostatic hypertrophy in the second 
stage. 

While prostatic hypertrophy is usually considered 
a disease of the “‘fifties,”’ it is usually after the patient 
has reached 50 years of age that the symptoms be- 
come so well established that a physician is con- 
sulted. In fact, many men have the first symptom 
of prostatic enlargement when they are between 30 
and 40 years of age. It is by uroscopic examination 
of this group of patients that the first pathogno- 
monic changes in the posterior urethra are found. 

The decision to attempt surgical cure depends 
upon the intensity of the symptoms and the pa- 
tient’s willingness to be relieved of these symptoms. 

Conrapb A. KuEun, M.D. 


A Critical Study of the Surgical Approach to the 
Prostate in the Treatment of Prostatic Hyper- 
trophy, and the Presentation of a Personal 
Technique (Etude critique des voces d’abord de la 
prostate pour le traitement de l’adénome et présen- 
tation d’une technique personnelle). J. MARTINS 
Costa. J. urol. méd., Par., 1951, 57: 321. 


The best surgical approach to the prostate gland 
for the treatment of benign prostatic hypertrophy is 
a much discussed topic today. 

Several decades after the establishment of trans- 
urethral prostatectomy by McGill and later by 
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Fuller and Freyer, the perineal approach by Good- 
felow, Proust, Albarran and Young, the “‘forage”’ of 
the prostate by Bottini, the transurethral resection 
by Young, and the retropubic approach by Millin, 
the best method of surgical treatment of prostatic 
hypertrophy is still a matter of controversy. 

Each of the methods has its advantages and dis- 
advantages. 

The best way to chose the proper surgical ap- 
proach is to make a detailed study of the case prior 
to surgery. 

The precise localization of the hypertrophy should 
be ascertained and an anatomical study of the pros- 
tate gland should be made. The general health of 
the patient should be studied, especially the condi- 
tion of the heart and renal function. The presence or 
absence of infection and the age and stage of sexual 
activity should be considered. 

The ideal surgical method to use in the treatment 
of prostatic hypertrophy is one with a minimum 
mortality, few postoperative complications, a short 
period of hospitalization, and the most comfort for 
the patient. 

Actually, there are five approaches to the prostate 
gland for the surgical treatment of adenoma: (1) 
transvesical, (2) perineal, (3) coccygoperineal, 
(4) retropubic, and (5) transurethral. 

The transvesical approach to the prostate gland, 
in spite of the large operative risk, has been adopted 
throughout the world with the exception of North 
America and Switzerland where the greatest prefer- 
ence is for perineal prostatectomy. The two risks of 
this method are hemorrhage and infection as well as 
the risk of symptoms of prostatism after the opera- 
tion in a large number of cases. 

It is not necessary to do a preliminary cystotomy 
in order to relieve the uremia due to urinary ob- 
struction because an indwelling urethral catheter 
will relieve the urinary obstruction and the azotemia 
will usually subside. 

The author does not believe that an evaluation of 
the nonprotein nitrogen or of the blood urea nitrogen 
is a safe evaluation of renal function. He advises an 
examination of the plasma filtration through the 
glomerulus as well as of the inulin, mannitol, and 
diodrast clearances, and the phenolsulfonphthalein 
test to provide more accurate evaluation of the renal 
function prior to prostatic surgery. The tubular 
lesions of the kidney make operation hazardous if the 
capacity of filtration is reduced to a minimum. 

Reduction of 40 per cent of the glomerular filtra- 
tion rate increases the risk of operation, that from 40 
to 50 per cent further increases the risk of operation, 
while 50 per cent reduction makes the operation in- 
advisable. 

As hypertrophy of the prostate is associated with 
obstructive uropathy, it is necessary to determine 
the degree of involvement of the upper urinary tract. 
Intravenous urography is an ideal method of study- 
ing the bladder outline in prostatic hypertrophy 
without the trauma of cystoscopy and retrograde 
studies of the upper urinary tract. When benign 
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prostatic hypertrophy causes obstructive uropathy 
with subsequent severe dilatation of the pelvis, 
ureters and calyces, cystotomy to provide better 
drainage is a useless procedure. 

To obtain regression of the dilatation of the upper 
urinary tract, it may be necessary to divert the urin- 
ary stream for months. 

If the dilatation is not extensive, an indwelling 
urethral catheter will give the same result as a supra- 
pubic cystotomy without the risk of infection. 

If the dilatation of the upper urinary tract is very 
extensive, a temporary bilateral nephrostomy will 
permit the return of a condition of this tract which 
will be favorable to subsequent prostatic operation. 

In the patients with a large amount of residual 
urine, a urethral retention catheter connected to a 
closed, sterile, drainage system and in association 
with the administration of streptomycin (1 gm. in 24 
hours) and aureomycin (500 mgm. every 6 hours) 
will provide drainage and control the infection. 

The packing of the prostatic fossa to control 
hemorrhage without exact knowledge of the vascular 
circulation is associated with considerable danger. 

The author has thought it feasible to close the 
bladder since the discovery of modern chemothera- 
peutic agents. An operation without the usual pack- 
ing of the prostatic cavity was devised by Costa. 

The work of Flocks has established the anatomy of 
the vascular supply to the prostate gland, and this 
has ushered in a new epoch in the study of hemostasis 
in suprapubic prostatectomy. The blood supply of 
the prostate is reviewed with the suggestion that 
hemostasis following suprapubic prostatic surgery 
can be accomplished if the lateral prostatic vessels 
are secured by ligatures. 

Figueiroa Alcorta presented a technique for trans- 
vesical prostatectomy with hemostasis by electro- 
coagulation and closure of the bladder. He devised a 
special catheter for this operation which produced 
excellent vesical drainage as well as hemostasis in the 
prostatic cavity, but electrocoagulation of the fossa 
did not produce satisfactory hemostasis. 

The author’s method of suprapubic prostatectomy 
is based on the anatomical physiology of the prostate 
and bladder. 

He is interested not only in providing hemostasis 
but in restoring the normal physiology of micturi- 
tion. 

He studies the bladder action cystometrically, us- 
ing the Lewis cystometer before and after prostatec- 
tomy. He divides his patients into three groups. 
The first group consists of patients who have either 
no residual urine or less than 50 c.c. The second 
group consists of patients with acute or chronic re- 
tention, complete or incomplete, but no vesical dis- 
tention. The third group consists of patients with 
complete or incomplete retention and vesical disten- 
tion. 

The cystometric studies show hypertrophy of the 
detrusor with vesical hypertonia in the first and 
second group. In the third group there is an atrophy 
of the detrusor muscles and vesical hypotonia. 
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Cystometric studies made 3 months after supra- 
pubic operation showed: (1) fixation of the bladder 
to the abdominal wall with diminution of sensation, 
and detrusor activity with vesical hypertonia, (2) 
fixation of the bladder to the abdominal wall caused 
a permanent irritation of the sympathetic and para- 
sympathetic nerve supply to the bladder. These 
cystometric studies would explain the dysuria, 
residual urine, polyuria, nycturia, and the painful 
micturition following prostatectomy by the Fuller- 
Freyer technique. 

The longitudinal incision of the bladder wall causes 
alteration in the contraction of the detrusor muscle 
that does not result when the transverse incision is 
made. It is thought that the transverse fibers of the 
bladder play a more important role in the expulsion 
of the urine than the longitudinal ones. The longi- 
tudinal incision injures the transverse and the circu- 
lar fibers, whereas the transverse incision injures the 
less important longitudinal and circular fibers. 

The author’s technique consists of an anatomical 
approach with consideration of the blood supply of 
the normal and diseased prostate; he discusses the 
physiological and pathological aspects of the prostate 
gland and illustrates his study of micturition by 
means of cystometric graphs. 

Costa’s technique is as follows: 

The patient is placed in the “‘Rose’’ position with 
the table inclined. A transvesical suprapubic skin 
incision is made 4 cm. above the symphysis. The 
dome of the bladder is isolated. The author prefers 
to dissect the dome of the bladder with the bladder 
empty in order to permit the exposure of this organ 
without injury to the plexus of Santorini. An an- 
terior incision is made into the bladder between two 
Allis clamps. The bladder neck is exposed. Then an 
angular incision is made with the electric bistoury 
just anterior to the ureteral orifices. The prostatic 
hypertrophy is enucleated digitally. The cavity is 
packed with hot saline compresses. The prostatic 
cavity is next inspected to determine the source of 
hemorrhage. The passage of the F. Alcorta catheter 
and its adjustment then takes place. Sutures are 
placed in each lateral side of the margin of the cavity 
in order to control the lateral prostatic vessels re- 
sponsible for the hemorrhage in the prostatic loge. 
The cavity is then inspected for evidence of con- 
tinued hemorrhage. If there is more bleeding, it may 
be necessary to put a second suture next to the first 
one on each side. The placing of these lateral hemo- 
static sutures is facilitated by the use of the boom- 
erang needle. The bladder is then closed in two 
layers with No. 1 chromic catgut sutures and 50 c.c. 
of 4 per cent sodium citrate are introduced to prevent 
the formation of blood clots from the seepage from 
the capsular veins. The irrigation is continued by 
using a closed circuit that tends to prevent the intro- 
duction of infection. The abdominal wall is closed in 
layers and the skin is closed with silk sutures. The 
drainage catheter is left in place 4 days and then the 
patient is permitted to be out of bed. Antibiotics are 
administered to the patient and the hydroelectro- 
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lytic balance is maintained. The author has oper- 
ated upon 122 patients by this method during a 2-year 
period with very encouraging results. : 

The mortality rate was 2.4 per 100; 3 patients 
died—one from a pulmonary infarct, one from acute 
pyelonephritis, and the third from pneumonia. 

The catheter was removed after 4 days and the 
period of hospitalization was 8 days. Normal mic- 
turition was restored in 100 per cent of the cases. 

This type of transvesical prostatectomy is contra- 
indicated when (1) the patient has severe coronary 
lesions with the possibility of a fall in the blood pres- 
sure during prostatectomy, (2) a severe degree of 
renal insufficiency exists, (3) uncontrolled infection 
is found in the urinary tract, and (4) the patient is 
very obese. 

A resume is given of the merits and disadvantages 
of the perineal ‘‘coccygoperineal” retropubic and 
transurethral prostatic types of approach to prostatic 
hypertrophy. The author reserves the transurethral 
prostatic resection for the smaller prostatic enlarge- 
ments, and believes that the risks of complication in 
transurethral resection are greater than in any other 
type of surgery. Conrap A. KuEuN, M.D. 


Ultimate Results After Transurethral Prostatic 
Resection. Haratp SOMMERFELDT. Acta chir. 
scand., 1951, 102: 135. 

For good results following transurethral prostatic 
resection, an anatomic result similar to that achieved 
after open prostatectomy is desirable. Prostatic 
tissue remaining after resection results either in a 
recurrence of prostatism or in persistent infection 
with various degrees of hemorrhage. 

The author reports the results of 121 consecutive 
transurethral resections performed at the Gundersen 
Clinic, La Crosse, Wisconsin, in 1944. Postopera- 
tively, 12 of the cases were complicated by hemor- 
rhage, 4 by stricture, 3 by incontinence, and 3 by 
epididymitis. One hundred of the resections were 
performed for benign prostatic hypertrophy. A 5- 
year follow up of these cases is presented. Within the 
5-year period, 27 of the patients had died. Two- 
thirds of these had been followed up carefully and 
only 2 had died of urinary diseases. It was possible 
to observe, in addition, 69 of the remainder of the 
living patients, which made a total of 87 cases which 
were adequately followed up. These 87 cases were 
classified according to functional result. There were 
62 excellent results, 16 good results, and 9 unsatis- 
factory results. The g classified as poor long-term 
results consisted of 3 cases of stricture and 6 of 
recurrence of the prostatism. There was no in- 
stance of permanent incontinence. In addition to 
these complications, carcinoma of the prostate caus- 
ing urinary obstruction developed in 3 patients who 
had been treated for benign hypertrophy. These 
cases were not considered in the “poor result” 
group, since it was believed that this late complica- 
tion was the result of a new disease process. Of the 
patients followed up 88 per cent had excellent or 
good results. Joun T. Grayuack, M.D. 


Primary Neoplasms of the Epididymis. Vincent J. 
Lonco, Joun R. McDonatp, and GErsHom J. 
TuHompson. J. Am. M.Ass., 1951, 147: 937- 

The microscopic features of the adenomatoid 
tumor tend to favor the theory of an epithelial ori- 
gin, but the various disputed theories of formation 
may be reconciled if this neoplasm is regarded as a 
hamartoma of the mesonephros. Primary neoplasms 
of the epididymis are extremely rare; a review of the 
world literature disclosed only 134 authentic cases. 
Seventy-four per cent of primary neoplasms of the 
epididymis are benign; 26 per cent are malignant. 
The most common neoplasm of the epididymis is the 
adenomatoid tumor; it accounts for 53 per cent of 
the entire group. 

A series of 19 microscopically proved tumors is 
presented from the files of the Mayo Clinic (17 
adenomatoid tumors; 2 leiomyomas). 


A Case of Adenocarcinoma of the Rete Testis. A. 
W. BADENOCH and CuTHBERT Dukes. Brit.J. Urol., 
IQ5I, 23: 230. 

The authors presented an interesting and unusual 
case of a 30-year-old man who was examined because 
of pain and mild swelling of the right testicle of 2 
weeks’ duration. Examination suggested chronic 
nonspecific epididymitis, as there was a swelling 
about 14 cm. long and 34 cm. thick, posterior to the 
testis and below the globus major. Two weeks later 
the patient was seen again. He was still complaining 
of pain and there was no change in the appearance 
and consistency of the epididymis. The right vesicle 
was now palpable. A diagnosis was made of prob- 
able tuberculous epididymitis. Epididymectomy 
was advised. 

At operation the epididymis was found to be nor- 
mal. The swelling was in the testicle and orchectomy 
was performed. When sliced open the specimen 
showed a partially cystic tumor in the region of the 
mediastinum testis. The tumor had invaded about 
half of the testis. Microscopic examination showed 
an adenocarcinoma arranged, for the most part, ina 
papillary pattern in the cystic spaces. No evidence 
of teratoma was found. The tumor was regarded 
as arising in the rete testis because of its position 
and histology. Joun L. Emmett, M.D. 
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Purpura of the Urogenital Tract. K. WHITTLE 
Martin. Brit. J. Urol., 1951, 23: 233- 


Purpura in its wider sense means but an extrav- 
asation of blood; it refers to any red or purple 
lesion not fading on pressure and due to hemorrhage. 
There are two main types of generalized purpura, 
namely, true purpura or essential thrombocytopenia 
and anaphylactoid purpura (Schonlein-Henoch syn- 
drome) in which purpuric lesions are found in the 
urogenital tract as part of the generalized systemic 
disease. The main purpose of this article, however, 
is the consideration of a quite separate condition— 
renal purpura—which is due to submucous hemor- 
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rhage confined to the urinary tract alone and which 
is one of the causes of so-called essential hematuria. 
In renal purpura there is no prolongation of bleed- 
ing time, no platelet deficiency, and no associated 
generalized purpura, and the condition is usually 
unilateral. 

“Primary” renal purpura may occur as a solitary 
lesion without any other demonstrable finding in 
the kidney or elsewhere. It is suggested that this 
may be due to a hypersensitivity reaction of the 
capillary endothelium, most commonly from food 
or drugs. The histology as exemplified in these 
cases consists of subepithelial hemorrhage contain- 
ing a high proportion of eosinophils, edema of the 
connective tissue, and eccentric local edema imme- 
diately surrounding the capillary walls. An illus- 
trative case follows: 

A 57-year-old nun was admitted with a 10-day 
history of painless hematuria. Blood was noted to 
be cascading from the right ureter. Retrograde 
studies and repeated blood examinations were neg- 
ative. The hematuria continued unabated and on 
the seventeenth day right nephrectomy was per- 
formed, an externally normal-appearing kidney be- 
ing removed. The ureter also was normal. On sec- 
tion, the pelvic mucosa showed gross changes—a 
diffuse infiltration, including the submucosa, with 
red blood cells. Among the red cells were an ap- 
preciable number of eosinophils. Eosinophils were 
present also in the periphery of the hemorrhagic 
area. In some of the smaller vessels there was 
eccentric focal edema of the connective tissue imme- 
diately surrounding the capillary wall. Following 
operation, hematuria ceased. Further questioning 
revealed that the patient had been taking an iodide 
preparation for a month prior to the hematuria. 
Iodide sensitivity has been previously reported, 
but the relationship in this case was conjectural 
and difficult to prove. 

An additional case of “primary” renal purpura 
published by Rhodes in 1937 is mentioned. A 21- 
year-old man had profuse hematuria 2 days after 
an injection of 1,500 units of tetanus antitoxin. All 
studies were negative. A diagnosis of renal purpura 
due to hypersensitivity was based on the appear- 
ance 4 days later of petechiae in the skin at the 
site of injection. In a 9-year follow up there was no 
further hematuria. 

“Secondary” renal purpura may occur in asso- 
ciation with a local kidney lesion, such as pyelone- 
phritis (localized or diffuse), a calculus, or a tuber- 
culous focus. It is a manifestation of, and is pre- 
sumably due to, a local inflammatory or irritative 
condition in the kidney. It is a common experience 
that some cases of chronic pyelonephritis give rise 
to intermittent hematuria. Why some patients 
bleed and others do not has never been satisfac- 
torily explained. A possible explanation is the de- 
velopment of a hypersensitive state in the kidney 
which increases the capillary permeability and 
causes either hematuria, submucosal hemorrhages, 
or both. The most common antigen with which the 
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renal tract is likely to make contact is a bacterial 
one. It is thus to be expected that a urinary infec- 
tion will be responsible for the majority of cases of 
renal purpura. In the following case report, the 
patient had a Bacillus coli urinary infection with 
attacks of “recurrent cystitis.” It is suggested that 
the renal purpura was due to a local toxic effect or 
bacterial hypersensitivity. Support for this was 
given by the evidence of chronic pyelonephritis on 
histologic2! examination. 

A 31-year-old woman was admitted with com- 
plaints of pain in the right loin and hematuria for 
4 years. A catheter specimen revealed a heavy 
growth of the Bacillus coli. Intravenous urography 
showed persistent narrowing of the neck of the 
upper calyx of the right kidney and slight narrow- 
ing of the neck of the middle calyx. The blood 
dyscrasia study was negative. At operation the 
kidney and ureter appeared quite normal. On sec- 
tion multiple petechiae of the renal pelvis extend- 
ing into the calyces were found and subepithelial 
hemorrhages were present. The changes in the rest 
of the kidney were those of chronic pyelonephritis. 

In encountering cases of hematuria of unknown 
origin (unfortunately often termed “‘essential hema- 
turia”), the fullest possible urological investigation 
must be stressed. After that the next line of at- 
tack should include detailed studies for blood 
dyscrasia and the investigation of drug and food 
idiosyncrasies as well as allergy history. If ne- 
phrectomy is performed for reasons of uncontrol- 
lable hematuria, severe pain, or the inability to ex- 
clude a neoplasm reasonably, proof of the diagnosis 
of renal purpura may require the most careful 
serial section of the organ to avoid the overlooking 
of a small localized lesion. 

ALLAN K. Swersiz, M.D. 


parison Between Clinical Results and Bacter- 
ial Sensitivity Tests in the Treatment of Urin- 
ary Tract Infections with Chemotherapy. 
GusTAv GIERTZ and BENGT GULLBRING. Acta chir. 
scand., 1951, 102: 121. 


The authors studied about 200 cases of urinary 
tract infections in an attempt to determine the cor- 
relation between in vitro determinations of bacterial 
sensitivities to chemotherapeutic agents and the 
clinical results of treatment. Bacteriological exam- 
ination of the urine was done prior to, during, and 
after institution of the therapy. The bacteria cul- 
tured were tested for sensitivity to a sulfanilamide 
derivative, elkosin (5 mgm./1o0o ml., 20 mgm./1oo 
ml., and 80 mgm./1oo ml), to penicillin (z u./ml., 
16 u./ml., and 64 u./ml.), and to streptomycin (125 
nu gm./ml. and 500 » gm./ml.). Gram-negative rods 
were not tested for sensitivity to penicillin. Strains of 
micro-organisms resistant to the greatest concentra- 
tion used in these in vitro studies were classified as 
resistant. Those sensitive to the lowest or lower two 
dosages were said to be sensitive. Following these 
tests, therapy was instituted. Elkosin was given in 
0.5 gm. or 1.0 gm. doses five times daily. Penicillin 
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was usually administered at the rate of about 400,000 
u. daily. Dihydrostreptomycin was given in daily 
amounts of 1 to 2 gm. : 

The results showed that only 7 of 108 strains classi- 
fied as sensitive on the basis of the in vitro studies 
failed to disappear on treatment. On the other hand, 
172 of the 180 strains classified as resistant persisted 
or recurred during the course of therapy. There was, 
therefore, a discrepancy of 5 per cent in the expected 
and actual results. The persistence of a sensitive 
strain of bacteria despite therapy may be attributed 
to such factors as inadequate dosage, inefficient renal 
function, diuresis, or other factors preventing the 
necessary urinary concentration of the chemothera- 
peutic agent in the urine. On the other hand, the 
spontaneous disappearance of urinary tract infec- 
tions is also well recognized, making it difficult to 
evaluate the clinical results fully. However, these 
studies seem to indicate the value of determining in 
vitro sensitivities of bacterial strains in attempting 
to select chemotherapeutic agents wisely in cases of 
urinary tract infection. Joun T. Grayvuack, M.D. 


The Urographic Picture in Malignant Tumors of 
the Bladder in Relation to the Location and to 
the Parietal Infiltration of the Neoplasm (Il 
comportamento del quadro urografico nei tumori ma- 
ligni della vescica in relazione alla sede e all’infiltra- 
zione parietale del neoplasma). PaoLo CavazzANA. 
Arch. ital. urol., 1951, 25: 54. 

Fifty-four individuals with histologically confirmed 
malignant neoplasm of the urinary bladder were sub- 
jected to study in an effort to determine if, and what, 
relationship exists between the location, or seat, of 
the tumor, its urographic appearance, and any infil- 
tration of the bladder wall. 


This material was divided into 4 groups. In group 
A were placed the tumors which were implanted on 
the ureteral papilla itself, in group B were those in 
the immediate vicinity (within a radius of 1 to 1.5 
cm.) of the papilla, in group C were the remaining 
neoplasms taking origin within the trigonum, and 
finally, in group D were placed those tumors taking 
origin in the bladder walls outside of the trigone. 
For each of these groups there were tables in the 
original text, in which the abscissa registered the de- 
gree of involvement (arbitrarily chosen) of the intra- 
venous urographic picture, and the ordinate regis- 
tered the degree of malignancy, i.e., the degree of 
infiltrative vigor of the tumor according to its histo- 
logical picture (the classification was that of G. 
Ravasini). 

A simple glance at the tables shows at once the 
relationship of the location of the tumor, with refer- 
ence to the ureteral orifice, to the degree of involve- 
ment of the higher urinary tract on the intravenous 
urogram (indirect sign of Couvelaire). Among the 
12 tumors in group A, there was 1 without uro- 
graphic signs; among the 13 tumors in group B, 4 
were without signs; among the 16 tumors in group C, 
there were 7 without such signs, and, finally, among 
the 13 tumors of group D, 11 (all but 2) were without 
the urographic signs of Couvelaire. 

From the studies here reported, the author con- 
cludes that the indirect intravenous urographic signs 
of Couvelaire will furnish reliable information with 
reference to the malignancy, the degree of malig- 
nancy, the extension and operability of the tumors of 
the urinary bladder, but this is true only when such 
signs are considered in relation to the seat of the 
tumor with reference to the intramural portion of 
the ureters. Joun W. Brennan, M.D. 
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MUSCLES, TENDONS, ETC. 


Scapulohumeral Periarthritis and Its Surgical 
Treatment (Périarthrite scapulo-humérale et 
chirurgie). S. pE SizE and J. DEBEYRE. Sem. hép. 
Paris, 1951, 27: 2695. 

Surgical treatment of scapulohumeral periar- 
thritis is indicated either in its very early or late stages. 

Traumatic periarthritis may frequently be avoid- 
ed by early surgical treatment of traumatic rup- 
tures of the musculotendinous girdle. The supra- 
spinatus muscle is most frequently affected. 

If all conservative measures fail to improve the 
existing periarthritis, surgical intervention is indi- 
cated. Acromiectomy may be performed in the 
usual form of scapulohumeral periarthritis, while 
section with reinsertion of the biceps tendon gives 
encouraging results in the bicipital form. 

The prophylactic treatment consists either of a 
tendon suture or of reinsertion of the tendon into 
the greater tuberosity of the humerus. 

Surgical intervention is rarely indicated in the 
common type of periarthritis. Occasionally an 
acute, hyperalgesic condition may require an oper- 
ation. The painful ankylosing form also rarely 
necessitates exploration. However, in selected 


cases, acromiectomy gives excellent results. The 
same procedure is the operation of choice in pain- 


less ankylosing forms of periarthritis after all con- 
servative measures have failed. 

Contrary to the opinion of some writers, bi- 
cipital tenosynovitis may be a serious condition 
which can be corrected by sectioning the tendon 
of the long portion and reinserting it into the ten- 
don of the short portion of the biceps muscle, or 
the groove between the tuberosities. 

K. Narat, M.D. 


Arthritic Deformities of the Wrist and Fingers. 
ARTHUR STEINDLER. J. Bone Surg., 1951, 33-A: 849. 


Of all the deformities deriving from nonspecific 
arthritis, those of the hand and fingers have re- 
ceived least attention. Reconstructive operations, 
of which there are many, yield a poor response, 


shifting greater responsibility to prophylaxis and 


exacting early treatment. 

The extent to which these deformities are re- 
versible, that is, amenable to conservative treat- 
ment, is reflected by certain clinical and patho- 
logical signs. The reversible pathological features 
are early infiltration of the synovium and peri- 
articular structures, edema, and effusion. Irre- 
versible pathological changes are those involving 
destruction of articular cartilage, contractures due 
to shrinkage of capsular and fibrotendinous tis- 
sues, and capsular relaxation with its resulting 
subluxation. 


All the arthritic deformities of the hand and 
fingers follow a typical pattern of development, 
varying chiefly in rate of production. An under- 
standing of the pathomechanics, distinguishing be- 
tween the part played by skeletal and soft, non- 
contractile tissues and contractile tissue, enables 
one to anticipate the type of contracture which 
will be the end result and so take appropriate 
steps to abort or minimize it. 

There is no definite relationship between early 
clinical symptoms and the tendency toward con- 
tracture. 

Under the impetus of the newer general treat- 
ments for rheumatoid arthritis, there is an in- 
creased indication for understanding the applica- 
tion of conservative local measures to the profit of 
the patient. Part-time splinting is a valuable ad- 
junct in preventing or decreasing deformity. Basic 
splints and their mechanics are pictured and 
briefly discussed. 

Forcible manipulation is decried, although gentle 
stretching within the range of tissue elasticity may 
be useful. 

Certain malpositions and contractures are indi- 
cations for surgery, but the author affirms his belief 
that refinement of conservative indications and 
conservative treatment rather than further sur- 
gical development is the solution to the problem. 

FRraANcES E. BRENNECKE, M.D. 


Spondylolisthesis (Le spondylolisthésis). J. DELCHEF. 
Acta chir. belg., 1951, 50: 374. 


This article is based on 39 cases of spondylolysis 
of which 15 were treated by spinal fusion, and 27 
cases of spondylolisthesis of which 17 were treated 
by spinal fusion. 

All of the cases presented in this article revealed 
bilateral spondylolysis which was clearly visualized 
by oblique x-ray films. 

It is the author’s opinion that spondylolysis is 
practically always of congenital origin. In his 
series he found only 1 case of an actual fracture of 
the isthmus. This occurred in a young man who 
was struck by the horns of a cow. The spondyl- 
olysis is observed in young patients and indicates 
that spondylolysis is a congenital malformation. The 
deformity progressively becomes worse and even- 
tually all cases of spondylolysis are transformed into 
cases of spondylolisthesis. 

The deformity may exist without giving any 
symptoms for a considerable length of time and 
quite often a small trauma or a concentrated effort 
to lift a heavy object may start to draw the at- 
tention of the patient, as well as that of the phy- 
sician, to the underlying congenital deformity. 

Occasionally, there is radiation of pain into the 
inguinal region and sometimes into the abdominal 
viscera. 
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The author believes that interapophyseal arthri- 
tis is responsible for the pain and not the con- 
comitant herniation of the intervertebral disc. 
This opinion is based on the fact that spinal fusion 
alone, without laminectomy, was followed by com- 
plete relief from all of the symptoms. 

In his spinal fusions, the author routinely uses 
an osteoperiosteal graft taken from the posterior 
iliac spine. This graft is placed alongside the ver- 
tebral bodies and the laminae. 

GeorcE I. Reiss, M.D. 


Snapping Hip. A Variation (Cadera a resorte. A 

neg de una variedad). Américo Nunziata and 

SIDORO BLUMENFELD. Prensa méd. argent., 1951, 38: 
1997. 

Three cases of snapping hips are reported. No 
abnormal motion corresponding to the sound could 
be palpated at the greater trochanter, but it could 
be felt in Scarpa’s triangle and, above the latter, 
anterior to the hip joint. Therefore, these were 
snapping hips of the “internal variety”; however, 
the sound was due to the slipping of the psoas ten- 
don over the iliopectineal eminence rather than to 
an intra-articular cause. In 2 patients, who com- 
plained of pain, the psoas tendon was exposed 
through an inguinal incision as used in hernias, 
and lengthened by means of several transverse in- 
cisions. The pain and snapping sound disappeared 
and the patients walked without difficulty. The 
third patient had an asymptomatic hip and refused 
operation. Jonas BRAcuFELD, M.D. 


Ollier’s Disease, or Dyschondroplasia (Aportacion a 
la enfermedad de Ollier). A. QuEIPO DE LLANO. 
Cir. ap. locomotor, Madr., 1951, 8: 269. 


Ollier’s disease, which is characterized by irregu- 
larity in the evolutionary development and distri- 
bution of cartilaginous tissue in the phase of active 
bone growth, is generally arrested at the time of 
puberty. It may be unilateral or generalized, the 
author presenting 1 case of the former and 2 of the 
latter types. The association with Koehler’s disease, 
enchondromatosis, pathologic fractures, blue sclerae 
(not as intense as in osteogenesis imperfecta), and 
cystic degeneration increase the diagnostic acumen 
required to establish the early diagnosis so often 
confused with that of rickets. 

The typical triad of shortening, deformity, and 
metaphyseal tumefaction may apply to a single 
bone. The sarcomatous degeneration of enchon- 
droma has not been a rare report. A combination 
of the clinical impression, roentgenograms (up to 
20 plates), blood chemistry studies, and biopsy may 
be necessary to clarify the diagnosis. There is no 
useful medical therapy. Osteotomies of various 
types to correct deformities and shortenings, and 
the application of various orthopedic appliances 
offer the only hope for the unfortunate patients 
with this condition, who may be so deformed that 
true monstrosity results and necessitates full ampu- 
tation as the better alternative. 


The author presents a scholarly dissertation on 
the subject, including its disputed etiology and the 
indications for surgical intervention. 

MIGUEL Drosinsky, M.D. 


Morbus Recklinghausen (Osteitis fibrosa cystica 
generalisata). J6zEF Dryjski. Polski przegl. chir., 
TOSI, 23: 332. 

The patient, a 41-year-old rural woman, had had 
complaints for 9 months. The first symptoms were 
pains in the bones of the upper and lower extremi- 
ties, headaches, and general weakness. The head 
pains were frequently accompanied by vomiting, re- 
curring once or even several times daily. Some 
months later rather severe pain occurred in the right 
arm and a week later, in the left. Roentgen exami- 
nation at this time disclosed fractures in both hu- 
meri. The fractures united in 2 months’ time. 

The patient now complained of gastralgia, head- 
aches, vomiting, loss of consciousness, thirst, and 
attacks of tachycardia. At this time physical ex- 
amination disclosed a woman of medium build, ema- 
ciated, and weak. The skin and mucosa suggested 
anemia. To the left of the throat region, beneath 
the muscles and behind the sternum, a walnut-sized 
tumor was palpated; it was only slightly moveable 
and not painful to pressure. The healed fractures in 
both arms could be palpated, the arms were slightly 
bent at the elbow joints and could not be straight- 
ened, although flexion was intact. 

The left leg was painful and roentgen examination 
disclosed a fracture of the left thigh bone with a 
loose fragment. Decalcification was evident every- 
where. Extension by traction was exerted on this 
leg; the fracture was not healed after 2 months and 
during further manipulations for roentgen examina- 
tion the patient suffered a spontaneous fracture of 
the right thigh bone. This fracture occurred at the 
location of a bone cyst. At this time a complete 
roentgen study of the patient’s skeletal system un- 
covered spotty lesions in the skull, healed fractures 
in the sixth and eighth ribs on the right side and in 
the third and fourth ribs on the left side. There was 
a fresh fracture of the seventh rib in the rear on the 
right scapular line. There was a healed fracture, 
with deformity, of the lower angle of the right scap- 
ula and of the left clavicle. Cystlike shadow defici- 
encies were evident in the seventh, eighth, and ninth 
ribs on the left side. The dorsolumbar vertebral col- 
umn exhibited scoliosis on the right side. There was 
a large oval cyst in the lower portion of the left iliac 
bone, between the sacroiliac joint and the acetabu- 
lum of the hip joint. In the bones of the upper ex- 
tremities, in addition to the healed fractures men- 
tioned and in addition to the universal evidence of 
porosis, there were cystic formations in both of the 
humeri, in the left ulna, and in the right os triquet- 
rum. In the bones of the lower extremities, in addi- 
tion to the mentioned fractures, there was a peach- 
sized bone cyst above the linea intertrochanterica of 
the right femur. The left femur was deformed and 
porotic in its proximal half. The distal half of the 
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left femur and both bones of the left leg exhibited 
many cystlike lighter areas. 

A chestnut-sized parathyroid tumor was removed 
at operation; it was lying on the posteroinferior pole 
of the left lobe of the thyroid gland. Anatomico- 
pathologic examination of this tumor afforded the 
typical histological findings of adenoma glandulae 
parathyroideae. A biopsy of one of the humeral 
cysts disclosed enlargement of the marrow cavity 
with extinction of the trabeculae and the filling of 
the space so created with loose connective tissue and 
many dilated blood vessels. 

The second case was that of a 20-year-old woman 
who had been suffering for 20 years from pains in the 
lower extremities while walking. Ten years later the 
condition of pain, weakness, and stiffness had be- 
come so bad that the patient was unable to walk. 

At this time, physical examination disclosed a 
short, infantile-appearing young woman, who spoke 
with effort and at times unintelligibly. The dorsal 
portion of the vertebral column was kyphotic and 
the lower dorsolumbar portion was kyphoscoliotic. 
The lower extremities were painful, emaciated, and 
fixed in a concave varus posture. There was exten- 
sive dental caries. 

The skeletal examination was almost a monoto- 
nous repetition of the findings so typical for severe 
cases of this disease, and which were rather fully de- 
scribed for the first patient, as reported. 

Operation disclosed a parathyroid tumor attached 
by a vascular pedicle to the inferior thyroid artery 
and lying behind the posterior cervical fascia be- 
tween the esophagus and the transverse processes of 
the cervical vertebrae. The tumor measured 4.5 by 
2.5 by2cm. The histological details of the anatomo- 
pathologic study of the removed tumor are not given; 
however, the new growth was diagnosed histologically 
as an adenoma malignum glandulae parathyroideae. 

Both patients, after rather stormy postoperative 
convalescences, recovered and are now well on the 
way to as complete a recovery as can be expected. 
(The ‘‘paralyzed” young woman is still under phys- 
icotherapeutic care). The blood calcium levels have 
dropped (Case 1: 16.8 to 11 mg., Case 2: 18 to 11 
mg.) The author does not see the need for scraping 
out the cavities and filling them with bone spicules. 

Joun W. BRENNAN, M.D. 
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Wider Indication for Bone Grafting in Fractures 
with Delayed Callus Formation (Ausdehnung 
der Indikation zur Knochenspanverpflanzung auf 
die verzoegerte Callusbildung nach Knochenbru- 
chen). M. Kaspar. Chirurg, 1951, 22: 491. 


There is no definite time for the healing of frac- 
tures, and the following table shows the great vari- 
ations in healing time, according to observations of 
various authors. 

The change from delayed callus formation to 
definite pseudarthrosis can extend from months to 
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Healing time in weeks 
Type of fracture 

Boehler | Schaefer Nida 
Lower arm 6-15 8-15 8-10 
Supracondylar humerus 8 4 6 
Shaft of upper arm 3-6 4-6 6 
Shaft of tibia 7 10 9 
Lower leg 8-20 8-10 9-13 
Femur Io 8-12 8-10 


years (maximum 10 years). X-ray examination 
allows for differentiation between delayed callus 
formation and pseudarthrosis, the latter being de- 
fined by a persistent fracture gap and sclerotic bony 
fragments. 

The most common causes of this condition are 
enumerated: insufficient reposition, too short or 
interrupted fixation, interposition of the soft tissue, 
evacuation of the fracture hematoma, shearing 
forces, and infections, but in many cases the real 
cause has not been found. From various statistics, 
it is evident that the number of cases of nonunion 
has increased in recent years, especially for frac- 
tures of the humerus and tibia. 

The following minor surgical procedures have been 
employed: resection of the fibula to prevent tibial 
diastasis; multiple drilling (Beck), multiple axial 
osteotomies. Since the use of antibiotics, the num- 
ber of better results has increased and the compli- 
cations have decreased. Kuntscher suggested the 
injection of bone filings into the area with exhausted 
local callus formation. Palmer employs the trans- 
plantation of spongious bone. The author has ob- 
tained very satisfactory results in 18 cases with the 
tibial graft (Lexer) solidly embedded between the 
bone fragments. 

Diaphyseal fractures of the long bones healed be- 
tween the eighth and twenty-second weeks. In 6 
cases the Phemister apposition method of the tibial 
graft was employed. This method has the disad- 
vantage of a less firm splintage, but the advantage 
of simplicity and of avoidance of possible tibial 
fractures. Some fractures, previously repaired with 
an intramedullary nail, healed faster, and plaster of 
paris always has been added for firm immobilization. 

From the experiences of the author, although 
limited as to numbers and time, the impression is 
gained that if surgery is considered, graft trans- 
plantation offers the best results. 

E. H. Betrmann, M.D. 


Treatment of Pseudarthrosis of the Carpal Scaph- 
oid (Zur Behandlung der Pseudarthrose des Kahn- 
beins der Hand). HERMANN BERGER. Chirurg, 
22: 412. 

The author believes that malunion of the carpal 
scaphoid is now rapidly becoming a rarity. Practi- 
cally all of the cases respond well to prolonged im- 
mobilization in plaster of paris. However, an oc- 
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Fig. 1 (Nichols). Showing insertion of graft and position of tendon after grafting. A single suture is used 


for the triangular ligament. 


casional case is still seen in which the diagnosis has 
not been made early enough and nonunion is 
found. These cases have been treated by a variety 
of methods, but at the author’s clinic the tech- 
nique first suggested by Schnek is used; in this 
technique the navicular bone is drilled with a hand 
drill with heavy wire. This is usually done per- 
cutaneously under fluoroscopic control. 

In 2 cases severe complications occurred. Both 
of these consisted of infection, one leading to empy- 
ema of the carpal joint. In these 2 cases there were 
no obvious breaks in the aseptic technique. It is 
possible that the x-rays might have lowered the 
tissue resistance to infection. 

Since this experience, the same procedure has 
been carried out, but under direct vision with an 
open operation. It is thought that although the 
exposure is not too wide, it is nevertheless adequate 
and permits a complete drilling of the fibrous union. 
Since this approach has been used, no difficulties 
have been experienced. Wituram C. Beck, M.D. 


Repair of Extensor-Tendon Insertions in the Fin- 
gers. H. Minor Nicnots. J. Bone Surg., 1951, 
33-A: 836. 

Rupture of the extensor mechanism at the distal 
finger joint allows the unopposed profundus tendon 
to flex this joint, which results in the so-called mallet- 
finger deformity. At the same time the lateral bands 
of the extensor apparatus retract and the muscle 
force is transferred to the central slip; this in turn 
extends the proximal interphalangeal joint so that 
this joint gradually becomes hyperextended. 

Rupture of the central slip over the proximal inter- 
phalangeal joint transfers all the pull of the extensor 
muscle to the lateral bands which act only on the 
distal joint. Upon flexion of the finger, the loose at- 
tachments between the lateral bands and the central 
slip are ruptured, so that the joint herniates between 
them. As the bands spread apart, the triangular 
ligament is also split. The proximal interphalangeal 
joint is then held flexed by the volar displacement of 
the action of the extensor tendon and the distal joint 
may become hyperextended. 

In instances in which reconstructive surgery is 
necessary a tendon graft may be utilized; this con- 
sists of a split portion of the palmaris longus approx- 


imately 3 or 4 inches long and about the thickness of 
No. 1 catgut. 

The graft is first anchored at the insertion, being 
passed through the stump of the old tendon or, if 
one prefers, through a side-to-side drill hole in the 
phalanx. It is then passed back across the joint, 
threaded through the scarred area, and brought 
back, being woven into a sound portion of the ten- 
don proximal to the tear. If the operation is for 
repair of the proximal interphalangeal joint, the 
graft is woven only into the central slip of the ex- 
tensor tendon. Both ends of the graft are woven into 
a good part of the tendon and the tension is adjusted 
in such a way that the joints are flexed to the same 
degree as that of the fingers on each side when the 
wrist is flexed and extended. 

If the skin over the dorsal area is too thin to heal 
soundly, a flap from the lateral aspect may be ro- 
tated onto the dorsum of the finger to cover the ten- 
- graft, the donor area being covered with a skin 
grait. 

This method was used on 12 patients, with success 
in 11. In the case in which the method failed, the 
skin had been avulsed by a ring injury and had been 
replaced by a circumferential flap. Tendon grafting 
was followed by infection, the graft was lost, and the 
deformity recurred. C. Frep GoERINGER, M.D. 


FRACTURES AND DISLOCATIONS 


Minor Fractures and Sprains. Haro.p A. SoFIeLp. 
Surg. Clin. N. America, 1951, 31: 1329. 

The author enumerates the various procedures 
that have proved to be successful in his experience. 
In the treatment of fractures of the phalanges, the 
finger should be immobilized in flexion. 

If the fracture is in the middle phalanx the cast 
may need to be extended only to the base of the 
finger, but for fractures of the proximal phalanx the 
cast commonly needs to extend to the wrist. 

A baseball finger is caused by a blow on the end 
of the finger when the finger is tensed and the distal 
interphalangeal joint is in flexion. The extensor 
tendon on the back of the finger is torn from its bed 
in the distal phalanx and pulls with it fragments of 
bone. With the attachment of the tendon so near 
the joint, disruption of the joint occurs. Full 
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voluntary extension of the distal phalanx becomes 
impossible. This injury is properly treated, not 
with the finger in full extension but with the prox- 
imal interphalangeal joint flexed at 90 degrees and 
the distal joint hyperextended. 

In oblique fractures of the metacarpal shafts, it 
may sometimes be necessary to apply skeletal trac- 
tion by means of a small Kirschner wire through the 
distal end of the middle phalanx. Metacarpal frac- 
tures require immobilization for about 4 weeks. 

Fractures of the necks of the metacarpal bones fre- 
quently occur when a solid object is struck with a 
clenched fist. The second and fifth metacarpal necks 
are most frequently fractured. The head of the 
metacarpal is angled into the palm and seems like a 
marble. These fractures should be adequately re- 
duced by flexing the finger on the metacarpal head 
and pressing upward, while downward pressure is 
placed on the metacarpal shaft. Immobilization 
should be continued for about 3 weeks. 

Bennett’s fracture is best treated by traction. A 
piece of strong wire such as may be obtained from 
a heavy wire coat hanger is incorporated into the 
cast and extended as a loop beyond the end of the 
thumb. Traction is then fastened to the loop end 
by means of elastic bands. The thumb is maintained 
in extension and moderate abduction for 4 to 6 
weeks. 

Fractures of the carpal navicular bone are much 
more common in the average person of military age 
than are Colles’ fractures. All navicular fraetures 
should be immobilized in a plaster cast extending 
from the interphalangeal joint of the thumb to the 
upper forearm. Immobilization should continue 
until union has occurred. 

It is important to correct the following deformities 
scen in Colles’ fractures: (1) shortening and im- 
paction of the radius; (2) dorsal tilting of the joint 
surface of the radius; (3) supination of the distal 
radial fragment; and (4) radial-ulnar | diastasis. 
Manipulation to correct these deformities is done 
by traction in the hand-shake grip, followed by push- 
ing the distal fragment of the radius down and for- 
ward and into pronation. The radius and ulna are 
then squeezed together and a well molded plaster 
cast, extending from the distal palmar crease to a 
short distance above the flexed elbow, is applied. 
The wrist is maintained in a position of moderate 
flexion, pronation, and ulnar deviation. The fingers 
are left free for all motions, and exercises are em- 
phasized for fingers and shoulder. After 3 weeks the 
cast is changed and a below-elbow cast is applied 
with the wrist in neutral position. This cast is left 
on for 2 more weeks. 

Complete tears of the collateral ligaments of the 
knee or avulsion from the bone should be treated 
with rigid immobilization in a plaster cast with the 
knee extended. The use of an adherent glue-fasten- 
ing stockinette to the skin and then a cylindrical 
cast from the groin to the ankle aids in preventing 
the cast from slipping down around the ankle and 
causing irritation. 
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Severe ankle sprains may be due to a dislocation 
of the astragalus out of the ankle mortise. The 
latter condition is frequently not recognized, as a 
spontaneous and almost instantaneous reduction 
usually occurs. An injury of this sort is a greater 
source of disability than a fracture about the ankle. 
Thus, as in sprains of the knee, the approach in 
treatment of an ankle sprain is the determination of 
the mechanism and the degree of injury. 

One may be able to reproduce the dislocation by 
grasping the forefoot and forcing the foot into in- 
version. The astragalus may be seen to rotate out 
of its bed. The dislocation may be readily demon- 
strated roentgenographically by forcing the foot 
into a position of full equinus and inversion. In the 
presence of tenderness posteriorly, a second view in 
a position of neutral flexion and inversion should be 
made. The treatment of choice is the application 
of a snug-fitting cast with the foot in neutral flexion 
and neutral eversion. 

Most fractures of the proximal end of the fifth 
metatarsal do not have marked displacement of the 
fragments but immobilization of the foot in a posi- 
tion of eversion and dorsiflexion is required, so a 
plaster cast extending from below the knee to the 
toes is worn for 4 weeks. Walking is encouraged. 
Most of these fractures do not have marked dis- 
placement and may be treated by adhesive strap- 
ping in a position of eversion, plus a % inch eleva- 
tion on the outer border of the sole of the shoe. A 
metatarsal pad is also used. 

Fractures of the phalanges of the toes, other than 
the great toe, are frequently caused by stubbing the 
toe against a door or other hard object. A simple 
method of partial fixation of well aligned fractures is 
that of taping the injured toe to the adjacent unin- 
jured toe. Placing some cotton or lamb’s wool be- 
tween the toes, and adjusting the thickness of the 
pad to provide the small amount of pressure neces- 
sary to hold the injured toe in the correct line when 
the adhesive tape is applied are helpful. 

C. GOERINGER, M.D. 


Pseudarthroses of the Humerus. H. S. Nissen-Lie. 
Acta orthop. scand., 1951, 21: 22. 


Nine cases of pseudarthrosis are reported in which 
the primary treatment did not bring success but sec- 
ondary treatment succeeded in securing bone union 
within 2 or 3 months after the operation. 

Operative treatment may become necessary for 
transverse and short oblique fractures. The best 
fixation is obtained by means of an intramedullary 
nail inserted downward from the greater tuberosity. 

With delayed healing or fibrous pseudarthrosis, 
union can be obtained through Z-shaped resection 
and cerclage; in pseudarthroses with bone defects, 
intramedullary nailing accompanied by cancellous 
bone grafting has proved to be an excellent pro- 
cedure. 

In both cases, however, the arm should be immo- 
bilized in abduction for from 2 to 3 months in a 
plaster cast. C. Frep GorRINGER, M.D. 
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Rupture of the Brachial Artery Accompanying Dis- 
location of the Elbow or Supracondylar Frac- 
ture. Harotp C. Spear and JoserH M. JANEs. J. 
Bone Surg., 1951, 33-A: 889. 

Recent experiences with 2 cases of rupture of 
the brachial artery, in 1 of which the rupture was 
associated with a compound anterior dislocation 
of the elbow, and in the other with a supracondylar 
fracture, prompted further inquiry into the subject 
of rupture of the brachial artery in conjunction 
with these injuries about the elbow, in an attempt 
to assay the frequency of this complex injury, to- 
gether with the modes and results of treatment. 

It is the impression of the authors that rupture 
of the brachial artery in association with dislo- 
cation of the elbow or supracondylar fracture is 
probably more common than the number of cases 
reported in the literature indicates. Except in 
rare instances, rupture of the brachial artery was 
recognized only when there was a wound which 
necessitated débridement and exploration. How- 
ever, recognition of rupture of the brachial artery 
in cases of simple fracture or dislocation is perhaps 
even more important because hemorrhage into 
the closed antecubital space may produce so much 
tension that a large portion of the collateral blood 
supply may be blocked and possibly either gan- 
grene or Volkmann’s contracture may ensue. 

Rupture of a brachial artery in association with 
dislocation of the elbow or supracondylar fracture 
should be suspected whenever there is a compound 
wound of the antecubital space or, in the case of 
closed injuries, whenever there is swelling and 
ecchymosis about the elbow together with ob- 
literation of the radial and ulnar pulses. Accurate 
distinction between traumatic vasospasm or ar- 
terial contusion, and laceration or division of the 
artery can be achieved only by surgical explora- 
tion. 

The authors presented 4 cases of rupture of the 
brachial artery; in 1 case the rupture was asso- 
ciated with compound anterior dislocation of the 
elbow, in another, with simple supracondylar frac- 
ture of the humerus, and in the 2 remaining cases, 
with compound supracondylar fractures. 

Vascular surgical treatment under these circum- 
stances generally should consist only of ligation 
of both ends of the severed vessel. Postoperative 
maintenance of the blood pressure and avoidance 
of heating or elevation of the involved limb are 
mandatory. The importance of antibiotic therapy 
is elucidated, and some methods of promoting col- 
lateral circulation are briefly evaluated. 


Intramedullary Nailing of the Ulna in Fractures of 
Both Bones of the Forearm in Adults. Cart E. 
ANDERSON. West. J. Surg., 1951, 59: 559- 


The author’s experience with 7 cases of frac- 
tures of the middle and proximal thirds of both 
bones of the forearm in adults is presented. Six 
satisfactory results were obtained. In all of the 
cases intramedullary nailing of the ulna was done. 


Intramedullary nailing of the radius is not de- 
sirable because of the inherent technical difficulties 
and the curved form of the bone; however, the 
ulna is ideally suited for intramedullary fixation 
because of its straight marrow cavity and the sub- 
cutaneous position of the olecranon process. The 
length of the forearm is immediately restored and 
any further angulation or rotation of the ulna is 
prevented. No special apparatus is required and 
an ordinary Steinman pin is always available. 
Union appears to be as rapid as with other meth- 
ods. The treatment of the radial fracture is greatly 
simplified when the integrity of the ulna is restored 
by rigid intramedullary fixation and the removal 
of the pin is easily accomplished. Certain pre- 
cautions must be observed. The diameter of the 
pin must be tested to ensure a snug fit without 
splitting of the bone. The proximal end of the pin 
should be driven flush with the triceps tendon to 
prevent skin pressure over the olecranon. 

Intramedullary nailing of the ulna is performed 
with open visualization of the fracture site and 
retrograde insertion of the pin. An _ ordinary 
stainless steel Steinman pin of suitable length 
and one-eighth or five thirty-seconds inch in diam- 
eter, depending upon the size of the marrow cavity, 
gives adequate fixation, preventing both angula- 
tion and rotation. 

After exposure of the ulnar fracture site, a small 
metal suction tip is passed into the marrow cavity 
in either direction to remove any fatty substance 
which might cause fat embolism. A stout Kirsch- 
ner wire is used as a guide and is driven through 
the marrow canal of the proximal fragment. The 
skin over the olecranon tip is incised at the point 
of exit. The guide wire is removed and the pre- 
viously selected Steinman pin is driven retrogradely 
through the proximal fragment with the pointed 
end distally until just the tip is visible at the frac- 
ture site. The fracture is then reduced and the 
pin driven into the distal fragment until the up- 
per end of the pin is barely visible in the triceps 
tendon over the olecranon. A nail set is useful in 
finally setting the pin. The slight distraction which 
sometimes occurs can be overcome by a few solid 
blows on the end of the pin against the resistance 
of the assistant holding the distal forearm. 

In a review of the literature the causes of the 
poor results obtained with double intramedullary 
wiring were attributed to (1) failure to maintain 
correct rotational alignment of the radius, (2) an- 
gulation in cases in which a single Kirschner wire 
was used in double fracture of the radius, (3) angu- 
lation due to too early removal of internal and 
external fixation, and (4) nonunion. 

C. Frep GOERINGER, M.D. 


Evaluation of Healed Colles’ Fractures. Joun J. 
GARTLAND, JR., and CHARLES W. WERLEY. J. Bone 
Surg., 1951, 33-A: 895. 

The authors report a study of 60 cases of Colles’ 
fractures followed up at least a year after injury. 
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Fig. 1 (Wiberg). The caput epiphysis is centrally positioned in acetabulum. 


‘They consider that the functional results were satis- 
factory in 68.3 per cent of the cases and unsatis- 
factory in 31.7 per cent. 

The various elements of the deformity in Colles’ 
fracture are discussed and the cases are analyzed 
with regard to the correction of these deformities. 
The authors conclude that the original reduction in 
all of the cases had been inadequate and that immo- 
bilization with dorsal and volar molded plaster 
splints is inefficient and inadequate. Residual finger 
stiffness was present in 18 per cent of the cases and 
was always due to faulty application of the plaster 
cast. The type of fracture present was shown to 
bear a definite relationship to the final result. 

Encar L. Ratston, M.D. 


Reduction and the Shelf Operation in Over-Age 
Dislocations. GuNNAR WIBERG. Acta orthop. 
scand., 1951, 21: 32. 

For patients with dislocations of the hip who are 
not brought for treatment in the first 2 years of life 
the author advocates slow reduction by traction ap- 
plied for several weeks. In addition, he recommends 
a shelf operation by which an extensive breaking 
down of the acetabular roof is accomplished (method 
of Gill, 1928). Two cases of dislocation in patients 
aged 4 and 5 years, respectively, are reported. 

C. Frep GOERINGER, M.D. 


Treatment of Fractures of the Leg. Critical Study 
of 200 Cases Followed Up (A propos du traitement 
des fractures de la jambe. Etude critique de 200 cas 
suivis). J. KuntTzMANN and J. MEYER. Rev. chir. 
orthop., Par., 1951, 37: 224. 

The authors, of the Surgical Department of the 
University Hospitals at Strasbourg, France, compare 
in this article the results of different methods of 
treatment in a series of 200 cases, 45 of which were 
compound fractures. 

The different types of fractures (spiral, oblique, 
transverse, comminuted), the time necessary for con- 


solidation and for weight-bearing, the number of de- 
layed consolidations and of pseudarthroses are ana- 
lyzed and tabulated in 12 tables, and numerous in- 
structive x-ray pictures are added. 

The methods used included traction, medullary 
nailing with the Kuentscher nail, circular wiring, and 
a simple cast. 

For the closed spiral fractures, circular wiring is 
the treatment of choice. Of 40 such cases, the results 
were perfect or good in 35. The 5 failures were due to 
poor alignment or to infection. With this technique, 
consolidation takes place with practically no callus 
showing in the x-ray picture. 

Oblique closed fractures (26 cases) required the 
longest time for consolidation and gave the greatest 
proportion of unsatisfactory results, due to slow knit- 
ting of the fragments. In these fractures the muscle 
tonus does not contribute to keep the fragments in 
good position; on the contrary, it often causes non- 
union. Medullary nailing did not give better results 
than extension and immobilization in a cast. 

In transverse closed fractures (27 cases), medul- 
lary nailing gives good results provided that the frac- 
ture is situated at least 5 cm. below the tibial tuber- 
osity and at least 8 cm. above the tibiotarsal line of 
articulation. The method always produces a hyper- 
trophic callus. The average time of immobilization 
with medullary nailing was 90 days as compared to 
123 days with extension and cast. 

In open fractures, the authors state that no osteo- 
synthesis should be attempted in the beginning. The 
management is aimed at changing the open fracture 
into a closed fracture; after débridement the wound 
is closed primarily, and the leg is put in traction for 
21 days. Thereafter, a plaster cast or osteosynthe- 
sis is applied provided cicatrization is complete. 

The 45 cases of compound fractures included 3 
spiral, 13 oblique, 17 transverse, and 12 comminuted 
fractures. This group had the highest proportion of 
complications, among which infections, delayed con- 
solidations, and pseudarthroses played the main role. 
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Pseudarthrosis developed in 18 of the 200 cases. 
It was due to infection or poor alignment or open 
fracture, or to unknown factors. In 15 of the 18 
cases, cure was obtained by subsequent interven- 
tion. Three cases, all of them closed oblique frac- 
tures, proved refractory to all treatment. 

WERNER M. Sormitz, M.D. 


Fractures of the Calcaneus (Les fractures du cal- 
canéum). A. E. BREMNER and C. K. WArRRICK. 
Acta orthop. belg., 1951, 17: 217. 

The authors present a very brief review of 100 
cases of calcaneal fracture. They differentiate six 
groups: 14 cases of fracture of the tuberosity, 7 of 
fracture of the thalamus without displacement, 8 
of isolated fracture of the cuboidal articular surface 
with and without displacement, 55 of fracture with 
total or partial lateral displacement of the thalamus, 
and 16 of retrothalamic fracture. 

The technique of roentgenography is discussed. 
Three views are taken: one lateral, one axial, and 
one oblique. For the axial view the beam is directed 
at an angle of 45 degrees to the horizontal plane to 
visualize the talocalcaneal articulation. The oblique 
picture is taken by the method devised by Arthonsen 
(Copenhagen). The foot rests on the film in dorsi- 
flexion and the beam is directed onto a point directly 
below the malleolus at an angle of 25° to the cranio- 
distal plane and 30° to the dorsoventral axis. 

In cases of crushing of the thalamus the authors 
perform open reduction with bone grafting and 
immobilization for 6 months. 

WERNER M. Sotmitz, M.D. 


Treatment of Fractures of the Calcaneus (Sur le 
traitement des fractures du calcanéum). F. A. 
ManprvuzzaTo. Acta orthop. belg., 1951, 17: 220. 


The author, of the Municipal Hospital of Brescia, 
Italy, re-examined a series of 30 cases of calcaneal 
fracture 2 to 5 years after the injury. All of the 
patients had been treated conservatively, by plaster 
cast only. The late results were poor in 85 per cent 
of this group. The patients complained of pain on 
standing or after a short walk. The clinical exam- 
ination showed enlargement of the transverse di- 
ameter of the heel, pes valgus, and flattening of the 
arch. Roentgenologic examination revealed the disap- 
pearance of Boehler’s angle and traumatic arthrosis. 

These poor results caused the author to revise 
the principles of treatment at his hospital. He be- 
lieves that the late results depend more on the in- 
tegrity or involvement of the articular surfaces than 
on the anatomical restoration of the shape of the 
bone. Consequently, he divides the cases into two 
groups. For fractures without involvement of the 
articular surfaces he uses a cast, with or without 
traction, by means of a transcalcaneous nail. In all 
cases with articular involvement he advocates 
primary arthrodesis with a bone graft (in contrast 
to other surgeons). He believes that by this method 
the injured are spared much suffering, long incapac- 
ity, and heavy expense. 


Two different methods have been used for the 
arthrodesis. In the first the graft is inserted in the 
subastragalar space from an incision of 7 or 8 cm. 
in length which is made at the lateral border of the 
Achilles tendon. This method gave excellent re- 
sults in 23 cases. 

The other method is still in the experimental 
stage. A canal is bored from the posteroinferior 
tuberosity of the calcaneus to the neck of the talus 
and filled with a cylindrical-shaped bone graft. 

WERNER M. Sotmirtz, M.D. 


Remarks on the Treatment of Calcaneal Fractures, 
Based on 61 Observations (Réflexions sur le traite- 
ment des fractures du calcanéum d’aprés 61 ob- 
servations). E. Stutz, J. FOLSCHWEILLER, and J. J. 
Bapina. Acta orthop. belg., 1951, 17: 231. 


The authors discuss different methods of treat- 
ment in a series of 61 cases of calcaneal fracture. 

Fourteen patients were only immobilized ina plaster 
cast without any other therapy, partly because the 
general or local condition did not permit more 
active treatment and partly because no displace- 
ment of the fragments was present and no reduction 
necessary. The result was excellent or good in 10, 
and the average time of consolidation was 3 months. 

In 38 cases reduction according to the Boehler 
method was performed; in 18 of these transcalcane- 
ous extension was followed by immobilization in a 
cast. In 1 case of vertical fracture the fragments 
were fixed by nailing, with a satisfactory result. 
The time of immobilization in these cases varied 
from 3.5 to 4 months; walking in the cast with a 
walking iron was started 3 months after the injury. 

Seven patients were treated by open reduction. 
In 3 of these osteosynthesis by screw or nail was 
done; in another 3, a graft from the iliac bone was 
applied, and in 1 case arthrodesis of the talocal- 
caneous joint was done in addition to the osteosyn- 
thesis. The results were excellent or good in 5 of 
the 7 cases. 

The authors emphasize the importance of ob- 
taining good roentgenograms in the lateral and 
dorsoplantar (retrotibial) directions. They recom- 
mend the injection of from 15 to 20 c.c. of a local 
anesthetic in the area of the fracture before the 
dorsoplantar picture is taken as the hyperextension 
of the foot, necessary for this picture, is extremely 
painful without anesthesia. To avoid contraction 
of the calf muscles during exposure the knee should 
be held at an angle of 90 degrees. 

The over-all results were excellent or good in 66 
per cent of all the cases. Permanent pains which 
led to partial incapacity were present in 15 per cent. 

The authors are not in favor of primary arthrode- 
sis of the talocalcaneal articulation. They have 
observed 3 cases in which pain persisted in spite 
of arthrodesis. They raise the question whether 
midtarsal arthrodesis should not be added to 
talocalcaneal arthrodesis in all cases in which the 
pains and tenderness are not strictly localized in 
the subastragalar area. WERNER M. Sotmitz, M.D. 
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ORTHOPEDICS IN GENERAL 


Streptomycin in the Surgical Treatment of Bone 
and Joint Tuberculosis. SvANTE ORELL. Acta 
chir. scand., 1951, 102: 113. 


In the St. Gérans Sjukhus, Stockholm, 1,365 pa- 
tients with surgical tuberculosis were treated in the 
period from 1940 to 1949. Up to and including 
February, 1951, about 250 patients were operated 
upon under “cover of streptomycin according to a 
definite dosage scheme.”” PAS (given by mouth in 
doses of from 10 to 14 gm.) was started 24 days be- 
fore surgery. Three days before surgery 1 gm. of 
streptomycin, divided into two doses, and 500,000 
units of penicillin were given daily by intramuscular 
injection. The PAS dosage was frequently reduced 
or omitted during the immediate postoperative 
period. Streptomycin and penicillin in the form of 
dry powder were applied to the wound at operation 
(1 to 3 gm. of streptomycin and from 200,000 to 
600,000 units of penicillin, according to the size of 
the wound). 

The author considers the follow-up period too 
short for definite assessment of the results. The 
maximum follow-up has been 2 years. Up to the 
present period all of the 250 patients operated upon 
under this streptomycin “umbrella” had primary 
healing. Sinus formation, prolonged suppuration, 
and reappearance of the tuberculosis have not oc- 
curred. Danie H. Levintuat, M.D. 


An Inquiry Into the Treatment of Fibrositis, with 
Observations on Vascular Communications 
Between Bone and Muscle. C. B. HEatp. 
Lancet, Lond., 1951, 261: 659. 


Despite the observations of Stockman (1920) and 
Collins (1940), no established histopathology for so- 
called fibrositis has been described to date. The 
author reports a therapeutic inquiry which led to 
histological and anatomical observations that may 
throw some fresh light on the cause of this condition. 

The object of the inquiry was to investigate the 
claims made by Scott (1943) for the treatment of 
fibrositis by the injection of benzyl salicylate in oil 
following which 60 per cent of the patients were 
either free from symptoms or were benefited by the 
treatment. Scott used 5 parts of benzyl salicylate, 5 
parts of camphor, and arachis oil to 100. The treat- 
ments were given at weekly intervals, more than 6 
rarely being required. 

For this study 200 cases were chosen, of which 172 
were followed up. The patients were in 4 separate 
clinics which used uniform therapeutic procedures. 
Re-examinations were made at the end of 6 months. 
Some comparative observations with several control 
series were made. About three-quarters of the pa- 
tients obtained a worth-while degree of relief which 
lasted more than 6 months. Many of the patients 
had a strong reaction accompanied by malaise which 
was considered as a favorable sign. 

The Scott technique differed from the usual pro- 
caine technique in that the injections were given 
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closer to the bony origin of the affected muscles and 
with accurate relation to the patient’s signs, symp- 
toms, and findings. Further experimental work was 
done by injecting the solution with iodized oil into 
the bones at the site of origin of the affected muscles. 
Roentgenograms showed the diffusion into the 
muscles from the bone. 
Danie H. LEvintuHat, M.D. 


The Preservation and Clinical Use of Freeze-Dried 
Bone. F. P. Kreuz, G. W. Hyatt, THomas C. 
TuRNER, and ANDREW L. Bassett. J. Bone Surg., 
1951, 33-A: 863. 

Military casualties require extensive grafting pro- 
cedures for which preserved bone is often indicated. 
Freeze-drying appeared to minimize protein dena- 
turation and to decrease the harmful concentration 
of salts. Bone so dried in a vacuum after freezing 
can be readily shipped and stored at room tempera- 
tures. 

Animal experiments were done in which fresh 
autogenous, frozen homogenous, and freeze-dried 
grafts were used identically. The controls consisted 
of ungrafted identical defects. The animals were 
sacrificed and sections were obtained at intervals of 
from 8 to 200 days. 

Histologically, the manner of graft incorporation 
was identical for all the transplants and only the rate 
varied, freeze-dried bone being incorporated at a 
slightly slower rate than the fresh autogenous bone 
and slightly faster than the frozen homogenous 
grafts. The ungrafted defect healed in the same 
fashion but contained a preponderance of cartilage 
over bone after 142 days. This experimental suc- 
cess has warranted the clinical trial of freeze-dried 
bone, which will be reported later. 

Francis E. BRENNECKE, M.D. 


Clinical Evaluation of the Merthiolate Bone Bank 
and Homogenous Bone Grafts. FrRep C. REy- 
NOLDS, Davip R. OLIVER, and RoBERT RAmMsEy. J. 
Bone Surg., 1951, 33-A: 873. 

The authors believe that sufficient time has 
elapsed to evaluate critically the results of using 
homogenous bone grafts from the merthiolate bone 
bank. One hundred and twenty-nine operations in 
121 patients followed up for at least a year form the 
basis for their evaluation. Of the 129 operations, 6 
were followed by infection and 12 resulted in absorp- 
tion of the graft without infection. 

Bank bone was used in a total of 50 operations for 
spinal fusion. Five of these were followed by infec- 
tion and 7 resulted in absorption of the graft. 
Thirty-three resulted in solid fusion and 17 in fail- 
ure. 

Bank bone was used in 25 cases for nonunion of 
fractures. Ten of the operations resulted in solid 
union and 15 in failure. 

The authors conclude that bank bone from the 
merthiolate bone bank should be reserved for most 
circumstances in which it is not feasible or advisable 
to use autogenous bone. These are: 
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1. When the supply of autogenous bone does not 
fill the particular requirements. ; 

2. When the taking of an autogenous bone graft 
will materially increase the hazard of the operative 
procedure. 

3- In any condition in which there is a chance 
that the graft will be lost because of infection. 

4. During the course of an operation when it is 
decided that a bone graft will be useful and when no 
previous plans for taking a graft have been made. 

5. In the cases in which the bank bone is used as 
an internal splint and the condition would not justify 
the taking of an autogenous graft. 

Epcar L. Ratston, M.D. 


Risk of Untoward Reaction to Use of Catgut in 
Osteosynthesis. Gustav-ApoLtF LANDOFF. Acta 
orthop. scand., 1951, 21: 13. 

The author had occasion to treat a patient with 
fracture of the lower leg and the development of 
insidious but marked bone resorption evidently 
caused by the use of catgut. According to Dahl- 
Iverson, a large amount of granulation tissue and 
numerous giant cells have been observed around the 
catgut used in bone fixation, but no signs of lacunar 
resorption have been seen. Watson-Jones claimed 
that a strong catgut suture tied tightly round a bone 
can cause sufficient bone absorption to produce an 
almost spontaneous fracture. In the author’s ex- 
periments double catgut (No. 1) was wound around 
the lower part of the femur of full grown rabbits. 
The catgut was usually that employed in the clinic 
and had, as usual, been kept in 95 per cent alcohol. 
In 5 rabbits the catgut was laid subperiosteally and 
in others, over the periosteum. In 9 instances the 
catgut was tied with a triple knot and in the remain- 
ing 4 it was not tied at all, and in a few cases control 
tests were made with silk thread and wire. The 
wound healed without complications in all of the 
cases but 2, which 2 were then excluded from the 
series. The animals were roentgenographed at in- 
tervals of 8 to 10 days, and in a few cases histological 
examinations were also carried out. 

It was shown on the basis of these experiments 
that catgut should not be used in osteosynthesis, at 
least not in the form of a cerclage, because of the 
risk of local bone resorption which will not only pro- 
long the healing course but also reduce the local re- 
sistance of the bone, which may then fracture. In 
cases of resection with end-to-end fixation, when the 
fragments are often fastened together by means of a 
thread drawn through holes drilled in the ends of the 
bone, the use of catgut will also incur the risk of a 
certain untoward reaction. The bored holes tend to 
be widened by the pressure exercised when the catgut 
is drawn tight and if the holes are near the end of the 
= the catgut is liable to cut through the 
atter. 

It was shown on the basis of these experiments 
that if catgut is tied around the femur of a rabbit, 
severe bone resorption, which may even lead to spon- 
taneous fracture, will develop within 1 or 2 months. 
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If the catgut is not knotted, it will cause but slight 
or no bone resorption. The resorption is assumed to 
be due to the pressure arising from the swelling of 
the catgut, which causes local bone necrosis and 
lacunar resorption. 

It is known from earlier research that catgut 
absorbs moisture from the surrounding tissue and 
therefore it swells considerably, particularly if it 
has been previously kept in highly concentrated 
solutions of alcohol. According to Olsen and Jacob- 
sen, this swelling causes an increase of from 30 to 35 
per cent in the diameter of the thread, and Taylor 
reports from 18 to 55 per cent, according to the type 
of catgut employed. That this swelling of the catgut 
will cause a considerable increase in the pressure 
exerted on the surface of the underlying bone is ap- 
parent from the fact that if one ties a piece of string 
around a solid cylinder, the total pressure after such 
swelling will be 2 times the previous tension in the 
string (Hultkvist). If the thread is tied around an 
irregularly shaped object such as the tibia, the pres- 
sure will be most marked at the edges, while the 
neighboring areas will not be pressed at all. The 
swelling of catgut fixed by a knot is thus capable of 
causing a considerable increase in the pressure on the 
surface, and the pressure will persist until the catgut 
breaks or until it is resorbed. 

C. Frep GOERINGER, M.D. 


The Danger of Exposure to X-Rays by the “Blind- 
Nailing’’ Technique. C#artes A. Rowe. J. Bone 
Surg., 1951, 33-A: 967. 

The author points out the danger of holding the 
x-ray film for roentgenography during nailing of a 
hip. The measurement of exposure while 5 lateral 
films were taken showed that the individual holding 
the lateral cassette received three times the dose of 
100 milliroentgens recommended by the Atomic 
Energy Commission as the maximum acceptable 
radiation that one person should receive for any one 
day. Epcar L. Ratston, M.D. 


Rotation of the Forearm. Rosert D. Ray, RoBert J. 
JoHNson, and RosBert M. Jameson. J. Bone Surg., 
1951, 33-A: 993. 

When motions of the forearm are studied in living 
subjects, it appears that the distal end of the ulna 
moves in a lateral plane and in a direction opposite 
to that taken by the radius. The ulna is abducted 
during pronation and adducted during supination. 

Active abduction of the ulna during pronation 
might theoretically be produced by a muscle passing 
in an oblique direction from the lateral aspect of the 
humerus to the ulna. There are two such muscles, 
namely, the extensor carpi ulnaris and the anconeus. 
Electromyograms of the extensor carpi ulnaris mus- 
cle showed little or no action, but a significant action 
potential could be obtained from the anconeus from 
the onset of pronation to the fully completed move- 
ment. 

The observation of the authors has rather more 
than an academic value. The classical anatomical 
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view that the ulna remains stationary during prona- 
tion and supination was attacked by Vicq d’Azyr, 
Winslow, Lecomte, and Duchenne between the period 
from 1860 to 1875. Jacob Heiberg, in 1884, using a 
cadaver, fastened the humerus to a board and, after 
disarticulating the wrist, affixed paint brushes to the 
distal ends of the radius and ulna. Pronation and 
supination were found to cause both brushes to de- 
scribe independent arcs of circumduction. Duchenne, 
moreover, described a case with limitation of prona- 
tion and supination following ankylosis of the hu- 
meroulnar articulation. When the patient wanted 
to use his hand in pronation and supination he turned 
the humerus, with resultant loss of strength and 
awkwardness of motion. 

In their study, the authors employed photographic, 
roentgenographic, cinefluorographic, and electro- 
myographic studies of pronation and supination of 
the forearm. One of the authors observed 2 patients 
with fractures of the distal end of the humerus in- 
volving the trochlea which resulted in loss of motion 
of the ulna in pronation and supination and both 
patients complained of weakness when using screw 
drivers, pliers, and similar tools. 

Although motion of the ulna is mentioned by both 
Gray and Cunningham, such standard texts as those 
by Grant, Callander, and Jones, and a recent article 
on pronation and supination by Patrick are evidence 
that such motion has not yet been uniformly accepted 
by all anatomists and authors. : 

KENNETH E. SHERMAN, M.D. 


Surgical Rehabilitation of the Hand and Forearm 
Disabled by Poliomyelitis. C. E. Irw1n and D. L. 
Eyter. J. Bone Surg., 1951, 33-A: 825. 


The surgical techniques which were developed dur- 
ing World War II for reconstruction of the hand after 
traumatic lesions apply equally well to the polio- 
myelitic hand. Among the favorable conditions are: 
(1) good skin and subcutaneous tissue, (2) normal 
sensation, and (3) good mobility of the joints. Con- 
ditions which make successful rehabilitation of the 
poliomyelitic hand more difficult are: (1) disseminat- 
ed muscle weakness, (2) substitution patterns, and 
(3) involvement of the trunk and other extremities. 

A muscle used for transfer should have at least 85 
per cent of its normal strength. In addition, tendi- 
nous interconnections often exist between such im- 
portant muscle motors as the radial wrist extensors, 
so that the individual evaluation is impossible. 
Whenever possible, the muscle belly should be in- 
spected before tendon transfer. 

When the muscle is transferred, it can be expected 
to function as a normal transfer in its new position. 
In traumatic lesions the transfer of muscles with an 
intact nerve supply is more or less standardized, for 
instance, transfers for radial palsy. It is often possi- 
ble to choose a motor with the proper excursion and 
muscle mass to serve a different function. In polio- 
myelitis, in which condition paralysis does not fol- 
low a definite pattern, available muscle motors may 
not always be suitable for correcting the loss of 
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function and compromises must be made. It is often 
necessary to transfer a variety of muscle motors, 
for example, a flexor, an extensor, and a long supi- 
nator (the brachioradialis), to restore the loss of a 
single function, such as extension of the digits. 

The extensor pollicis longus plays the leading role 
in the most common substitution pattern seen in the 
poliomyelitic hand. In the normal hand the extensor 
pollicis longus is an extensor of the thumb or, more 
strictly speaking, an extensor of the terminal joint 
of the thumb. In the poliomyelitic hand in which 
there is loss of power in the thenar musculature and 
the adductor pollicis, the patient, lacking effective 
pinch, substitutes by grasping objects between the 
thumb and the second metacarpal. In this substitu- 
tion pattern the extensor pollicis longus acts as a 
strong adductor. 

One method of treating such a deformity, in addi- 
tion to transferring the opponens muscle, is to re- 
route the extensor pollicis longus. The extensor is 
removed from its normal path around Lister’s 
tubercle of the radius and rerouted subcutaneously 
in a position more radial than it previously occupied. 
Postoperatively there is less tendency toward cock- 
ing of the thumb, and the rerouted extensor pollicis 
longus is removed as a deforming factor, and is also 
in a better position to strengthen the frequently 
weakened abductor pollicis longus. 

Before surgical intervention the patient’s needs 
and potentialities must be carefully assessed. Each 
daily act must be evaluated, and the surgeon must 
consider whether the patient will be ambulatory 
without the aid of apparatus, ambulatory with the 
aid of crutches, confined to a wheel chair, or will use 
both crutches and a wheel chair. 

Hasty and unwise arthrodesis of the wrist may 
deprive the patient of an important function of 
hygiene or of the ability to move his wheel chair. 

The present trend at the Georgia Warm Springs 
Foundation is toward earlier and multiple evaluation 
and earlier surgical intervention before complex 
substitution patterns have become established. 
More patients are being operated upon within the 
first 12 to 15 months, and although it is too early for 
statistical comparison, the early results are encourag- 
ing. 

The surgeon must also learn what not to do and, 
above all, he must avoid considering the mere exist- 
ence of a deformity as an invitation to surgery. 

C. GOERINGER, M.D 


Arthrodesis of the Knee; A Comparison of the Com- 
pression Method with the Noncompression 
Method. Harry D. Morris and Roscoe S. Mosi- 
MAN. J. Bone Surg., 1951, 33-A: 982. 


While arthrodesis of the knee joint for the relief of 
painful conditions due to disease and deformity has 
been used by orthopedic surgeons for many years, 
techniques for performing the operation have not yet 
been standardized. A report was made of 34 cases 
which were followed up closely enough to evaluate 
the results. There were 24 patients in the noncom- 
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pression group and 12 patients in the compression 
group. In the noncompression group, the patients 
were seldom off crutches postoperatively before 4 
to 6 months had elapsed. Roentgenographic evi- 
dence of union was rarely demonstrated prior to 6 
months. Protection of a brace was frequently re- 
quired for 9 to 12 months. 

In the 12 compression cases, clamps described by 
Charnley were used on g patients and an intramedul- 
lary nail was employed in the remaining 3. The 
authors employed the intramedullary nail only in 
nontubercular patients. Postoperatively, the pa- 
tients in the compression group were cared for by 
suspension in a Thomas splint until the wound had 
healed, in from 1o to 12 days. The extremity was 
then incorporated in a long cast including the pins 
and the clamps and ambulation was permitted with 
crutches. The pins were removed after about 6 
weeks. At this time a walking cylinder was substi- 
tuted and full weight-bearing was allowed. The 
average interval from the operation date to com- 
plete unrestricted weight-bearing without any means 
of support was 18 weeks. In the nontubercular pa- 
tient the interval was only 14 weeks. Solid ankylosis 
was achieved in all but 1 knee in the entire series. 

A review of the literature reveals that with all non- 
compression techniques the period of postoperative 
immobilization is considerable and the time and cer- 
tainty of fusion are variable. In summation, the 
impression of the authors has been in agreement with 
that of Charnley and Chapchal, that the method 
of compression arthrodesis is far superior to any 
method previously used from the standpoint of téch- 
nical ease of performance, accuracy of approxima- 
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tion of the arthrodesed surfaces, rigidity of the fixa- 
tion, comfort to the patient in the early postoperative 
period, early ambulation, and the rapidity and cer- 
tainty of fusion. KENNETH E. SHERMAN, M.D. 


Double Hemangioendothelioma of the Calcaneus 
and of the Terminal Phalanx of the Great Toe. 
(Hémangioendothéliome double du calcanéum et 
de la phalange terminale du gros orteil). FERNANDO 
DE Moraes and Francisco Rev. chir. 
orthop., Par., 1951, 37: 256. 

The authors report the case of a girl 7 years of 
age who presented a tender swelling of the left heel. 
A biopsy taken from the calcaneus bone revealed 
the presence of a hemangioendothelioma, which 
was enucleated and replaced by grafts of solid and 
spongious bone chips. A plaster cast and walking 
iron were applied for a period of 3 months. X-ray 
control 6 and 14 months after the operation showed 
that the calcaneus was in the process of resuming 
its normal shape and trabecular pattern. 

Several months after the operation a_ tender 
tumor developed at the terminal phalanx of the 
left great toe. At the time of readmission, an area 
of skin 1 cm. in diameter was ulcerated, and the 
base of the ulcer showed a granular aspect, wine 
red in color. In the roentgenogram, the phalanx 
appeared to be almost completely destroyed by 
the tumor, and amputation of the phalanx was 
performed. 

The classification of bone hemangioendothelioma 
is discussed briefly. This type of tumor is consid- 
ered as malignant but has little tendency to metas- 
tasize. WERNER M. Sotmitz, M.D. 
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Experimental Studies of Preserved Aortic Homo- 
grafts. CLAUDE C. COLEMAN, JR., RALPH A. DETER- 
LING, = and Mary S. PARSHLEY. Ann. Surg., 1951, 
134: 868. 


The authors report experiments concerned with 
the transfer of blood vessels from one animal to 
another. Segments of the aortas of 77 dogs were re- 
moved and replaced by grafts consisting of segments 
of dogs’ aortas preserved by various methods. Fifty- 
two animals received grafts preserved by freezing 
and 25 received grafts preserved in a nutrient solu- 
tion. The grafts were sutured in place with fine 
calibered silk or catgut. 

The incidence of thrombosis at the site of the 
graft was much less when dicumarol was adminis- 
tered postoperatively. 

In 11 of 12 dogs in which the graft was rapidly 
frozen at —72 degrees Centigrade and preserved at 
-27 degrees Centigrade, functional success of the 
graft occurred. In 14 of a group of 15 animals in 
which the grafts had been stored in nutrient solution 
at 4 degrees Centigrade a successful graft was also 
obtained. In both these groups anticoagulants were 
used. The results were somewhat less successful 
when different temperatures were used to freeze and 
preserve the grafts and when the animals did not 
receive anticoagulants. 

After implantation the grafts tend to maintain 
their elasticity, but after several months they be- 
come thickened by fibroplasia. 

The preservation of vessels by the methods de- 
scribed produces degeneration of the muscular and 
fibrous elements in the vessel wall. These degenera- 
tive processes occurred sooner and were more ex- 
tensive in the frozen grafts than in those preserved 
in nutrient media. |§ FREDERICK W. Preston, M.D. 


Communications Between the Carotid Artery and 
Cavernous Sinus. HoLmMAN, FRANK GER- 
BODE, and Victor Ricwarps. Angiology, 1951, 
2: 31k. 

In this condition with its pronounced subjective 
symptoms (never for an instant is the patient free 
from the noise in his head which is inescapable and at 
times intolerable), treatment is imperative as soon 
as the diagnosis has been made. The startling and 
alarming protrusion of one or both eyes accompanied 
by the sudden development of a continuous intra- 
cranial noise usually following a head injury, brings 
the patient to the surgeon early. 

The authors present 13 cases from the Depart- 
ment of Surgery, Stanford University Medical 
School, San Francisco. Twelve of these patients 
with communications between the carotid artery and 
cavernous sinus required 34 operations to control the 
bruit. Early control of the fistula by multiple opera- 


tions, if necessary, is mandatory to avoid disabling 
symptoms. 

Digital compression on the common carotid artery 
on the side of the lesion should precede operative in- 
tervention for several weeks and should be repeated 
many times daily until a thirty-minute period of 
compression can be tolerated without symptoms of 
cerebral ischemia. This is to insure adequate col- 
lateral circulation when the carotid is ligated. All 
ligations of the artery on the neck for carotid caver- 
nous sinus fistula should be performed under local 
anesthesia, and should be in the form of temporary 
occlusions which are maintained for about 1 hour 
before permanent occlusion is effected. If symptoms 
of cerebral ischemia develop, the occlusion should be 
removed and the operation delayed for 2 weeks more 
while repeated digital occlusion of the artery is con- 
tinued. Ligation and continuity is performed in 
spite of the possibility of patency of the lumen being 
re-established later. This is because ligation of the 
carotid vessels is dangerously liable to be followed 
by the disastrous sequel of hemiplegia or other cere- 
bral disturbances. The broad fascial bands can be 
removed if necessary, therefore these vessels are not 
severed. In the presence of a carotid cavernous fistula, 
occlusion of the common carotid may be followed by 
a reversal flow from the external carotid into the 
internal carotid. This may reactivate or give a per- 
sistence of the fistula. Ligation of the internal 
carotid under these circumstances at a second opera- 
tion should control the bruit. Graded occlusion of 
the carotids, that is, ligation of the common carotid, 
followed later by ligation of the external carotid, and 
even later possibly by the ligation of the internal 
carotid may protect against delayed hemiplegia. 
Ligation of the internal jugular vein cephalad to the 
entrance of the facial vein is necessary when the 
common carotid is ligated, so as to prevent ischemia 
caused by blood passing through the fistula (with its 
lowered resistance) rather than through the cerebral 
capillaries. This is similar to the axiom that 
gangrene of the leg will follow ligation of an artery 
proximal to an arteriovenous fistula, as more blood 
will return to the heart through the fistula. 

Intracranial clipping of the internal carotid artery 
may be necessary to control the fistula when occlu- 
sions in the neck have failed. 

It may be necessary to divide small arteries which 
are palpable in the supraorbital and infraorbital 
areas when unilateral ligation of the carotids has not 
controlled the bruit. 

Normal vision in the affected eye followed the con- 
trol of the bruit in only 3 of the 12 patients operated 
upon. The following ocular complications limited to 
the affected eye occurred in the 13 patients: extra- 
ocular muscle palsies in 6, exophthalmos in 11, 
cataracts in 3, glaucoma in 4, enucleation in 1, and 
impaired vision in g. 
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The complete case reports with excellent photo- 
graphs and drawings of the multiple operations per- 
formed on each patient are included. 

Epmunp R. DonoGuuE, M.D. 


Leg and Thigh Amputations in Obliterative Arterial 
Diseases. Harris B. SHUMACKER, JR., and THOMAS 
C. Moore. Arch. Surg., 1951, 63: 458. 


The authors report an over-all operative mortality 
of 6 per cent in 128 consecutive leg and thigh ampu- 
tations for obliterative arterial disease from October, 
1946 until February, 1951. Allof the deaths occurred 
in precarious or poor risk patients, and all were due 
to cardiovascular difficulties, primarily cerebro- 
vascular accidents or coronary thrombosis. No 
deaths resulted from infection, shock, or pulmonary 
embolism, complications which have accounted for 
a significant proportion of deaths in the past. 

The use of penicillin and other antibiotics preop- 
eratively and postoperatively has obviously been a 
factor of prime importance. Preoperative exclusion 
of the infected foot either by guillotine amputation 
above the ankle or by tourniquet and refrigeration 
has also been important in this series. Other factors 
contributing to the low operative mortality were 
considered to be proper regulation of diabetes (if 
present), one-leg spinal anesthesia, early ambula- 
tion and supervised exercise of the extremities in 
bed, the avoidance of shock, adequate fluid replace- 
ment, gentle handling of the tissues, and careful 
hemostasis. 

No difference in the operative mortality or wound 
healing complications was found between the leg 
and thigh amputations. During the last 2 years of 
the study, an increasing number of leg amputations 
were performed, and it was found that estimating 
the vascularity of the tissue below the knee at opera- 
tion was a more reliable guide to the level of amputa- 
tion than the presence or absence of popliteal pulsa- 
tion. In only 16 of 61 leg amputations was a pop- 
liteal pulse palpable preoperatively. Contraindica- 
tions to amputation below the knee were considered 
to be severe flexion contracture at the knee, an inade- 
quate blood supply at operation, and gangrene or 
infection extending proximally to the desired level 
of amputation. 

Lumbar sympathectomy was found to be useful 
in the prevention of gangrene and in the healing of 
superficial necrosis and ulceration. Amputation at 
a lower level was also occasionally made possible by 
lumbar sympathectomy, but the authors did not 
consider this a justifiable procedure in the presence 
of well established gangrene which required major 
amputation for cure. MAtcotm Pium, M.D. 


Lyophilized Arterial Transplants (Trapianti di arterie 
trattate con la liofilizzazione). F. NATELLIS and 
F. Visatut. Arch. ital. chir., 1951, 74: 327. 


Lyophilization, a new technique for the conserva- 
tion of microscopic living matter or substances 
which may undergo change, has been used by the 
authors to preserve arterial grafts. 
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They removed 24 arterial grafts under sterile 
precautions and then froze them to -30° C. After 
this the grafts were placed in as complete a vacuum 
as possible, corresponding to from 25 to 18 microns 
of mercury. The drying period lasted for 6 hours, 
after which the grafts were placed in glass tubes 
which were sealed by flame. The drying in vacuum 
prevents any oxidation and the grafts present a 
porous appearance. They are rapidly reconstructed 
by, immersing them in normal saline solution at 
37° C. for 3 or 4 hours. After undergoing this treat- 
ment the grafts are similar in gross appearance to 
fresh grafts. A month later the authors transplant- 
ed these lyophilized arterial grafts to 5 dogs. In 
the first 3 the abdominal aorta was used and in the 
2 others the carotid artery. The graft was of slightly 
smaller caliber than the artery of the host. The 
results were very satisfactory in all cases. Aorto- 
graphs were taken by catheterizing the femoral 
artery, and patency was established in all of the 
cases. The animals were sacrificed from 45 to go 
days after surgery and patency was again proved 
in all of the cases. This method has not been re- 
ported before. Lucian J. Fronputi, M.D. 


Dynamic Phlebography. J. ALFREDO FERREIRA, 
Epvarpo J. F. Vittamit, and Aucusto O. C1rvzzi. 
Angiology, 1951, 2: 350. 

Even under the best conditions of execution and 
interpretation, phlebography by distal injection can 
only show certain anatomic conditions, i.e., the dis- 
tribution of the veins injected and their state of 
either patency or obstruction. 

Conversely, retrograde phlebography reveals the 
functional state of the venous system and the com- 
petence or incompetence of the valvular system. 

The excessive intervention of exposing the femoral 
vein for this procedure is a disadvantage. Then too, 
retrograde injections in the femoral vein give a poor 
view of the veins of the leg because of dilution of the 
contrast media. These lower leg veins are the usual 
site of the pathologic states of clinical importance. 

The authors have therefore used the technique 
developed by Rocke Robertson, Share, and McGov- 
ern, of making the injection of the contrast media 
through the lesser saphenous vein by means of a 
catheter, the tip of which is passed into the femoral 
vein. Two films are taken in the upright position, 
one in the resting state and another after muscular 
contractions of the calf muscles. 

Normal phlebograms reveal filling of the femoral 
vein with arrested filling at the first valve distally. 

Deep obstruction reveals partial or total lack of 
filling of the deep system. After a time patients may 
reveal variable degrees of recanalization, 

Essential insufficiency (Baner’s “idiopathic insuf- 
ficiency”) is characterized by reflux of the opaque 
substance through the deep veins of the leg. The 
extension of the retrograde flow is variable but all 
films have the common characteristic of showing 
insufficient valves, the number of which increases 
distally. The film, after contraction of the calf 


muscles (second film), reveals expulsion of the 
Opaque media in the direction of the normal flow. 

Associated essential insufficiency shows the same 
features as the essential insufficiency in the first film. 
In the second film the opaque medium, instead of 
flowing in the proximal direction, is ejected through 
clearly insufficient communicating vessels and may 
fill to a greater or lesser extent the. superficial 
saphenous system. 

Post-thrombotic insufficiency reveals an absence of 
valves and a more irregular tortuous pattern. It is 
pointed out that this method of examination enables 
the dynamics of the venous circulation of the leg to 
be studied in normal and pathologic conditions. 

The technique is described, and the characteristics 
of normal and pathologic roentgenograms, based on 
1,590 examinations, are outlined. Some excellent 
photographs of phlebograms are also presented. 
Epmunp R. DonocuvugE, M.D. 


The Management of Varicose Veins of the Lower 
Extremities. GrzA Dr and Epson Farr- 
BROTHER. Surg. Clin. N. America, 1951, 31: 1463. 


Varicose veins may be classified as being due to 
saphenous, perforator, or deep venous valvular insuf- 
ficiency. The cause of the valvular defect may be 
congenital, traumatic, or of postoperative, post- 
partum, or postphlebitic origin. Phlebosclerosis 
frequently causes valvular insufficiency. 

The recommended surgical management of vari- 
cose veins is multiple saphenous ligation and:strip- 
ping, followed by injection of remaining varicosities. 
The ligation and stripping operation is carefully 
described. Preoperatively, the visible varicosities 
are marked with brilliant green. The saphenous vein 
is ligated at its junction with the femoral vein 
through a longitudinal incision. A flexible intra- 
luminal stripper is inserted into the saphenous vein 
near the internal malleolus and advanced gently 
toward the groin. With a steady pull from above, 
the vein is extracted. Perforators and tortuous seg- 
ments that prevent the advance of the stripper are 
ligated. The short saphenous vein is interrupted in 
the popliteal fossa if severe calf varicosities are pres- 
ent. A firm pressure dressing is applied from the toes 
to the groin. This is replaced on the first postoper- 
ative day with an elastic crepe bandage and the 
patient is encouraged to walk. 

Any varicosities which remain on follow-up exam- 
ination are injected with 5 per cent potassium oleate. 
The patient with a clear-cut saphenous incompetence 
has the best outlook for a perfect result. It is pointed 
out that early treatment of varicosities of the lower 
extremity, regardless of origin, prevent most of the 
late disabling sequelae. Curtis Artz, M.D. 


Surgical: Treatment of Varicose Veins by “Strip- 
ping” (Traitement chirurgical des varices par 
“stripping”). JEAN Statport. Acta chir. belg., 1951, 
50: 465. 


The author describes briefly the technique of 
treating varicose veins of the leg by the intralumin- 
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ary stripper devised originally by Mayo and by 
Babcock. He considers this treatment as the method 
of choice and enumerates the following advantages 
over all other methods: 

1. The entire internal and, if necessary, also the 
external saphenous vein is removed. 

2. The collateral veins are torn off and throm- 
bosed, which prevents reflux of the deep venous 
network toward the superficial network. 

3. Recanalization of the venous lumen is im- 
possible after this treatment, but it sometimes occurs 
after the injection of sclerosing substances. 

4. The ligation of the internal saphenous vein 
at the start of the intervention prevents all danger 
of embolism. 

The stripper is 80 cm. long and made of malleable 
iron. Its ends fit into two conic metal olives, the 
smaller of which has a diameter of 3 mm. and the 
larger, one of 9 mm. Three short horizontal in- 
cisions are made; the first is made 2 cm. below the 
inguinal fold, just inside of the femoral vessels; the 
second, at the level of the tibial tuberosity; and the 
third is made 2 cm. anterior to the medial malleolus. 
Before the stripping, the saphenous vein is ligated 
at the level of the inguinal incision. Then the smaller 
olive is introduced at the malleolar incision and the 
stripper is gently pushed upward until it reaches 
the incision at the knee. The proximal end of the 
vein is tied to the stripper at the malleolar incision, 
close to the larger olive. By pulling the stripper 
upward, the vein is torn off in its entire length and 
removed in toto. Then the same procedure is re- 
peated for the portion between the knee and the 
inguinal incision. 

Whereas in the United States the stripper is 
usually made of malleable iron, the writer prefers 
to use, instead, a cable like the one used in the 
brakes of bicycles. This is more flexible and makes 
it possible to follow the course of tortuous and 
fragile vessels without traumatism or perforation. 

The author admits that his experience with this 
method is limited as he has used it in only 10 cases; 
however, his results in all 10 cases were completely 
successful. WERNER M. Sotmaitz, M.D. 


The Value of Thrombectomy in Recent Phlebitis 
(Valeur ‘de la thrombectomie dans les phlébites 
récentes). G. ArNuLF and H. Bureau pu CoLom- 
BIER. Presse méd., 1951, 59: 1546. 


Due to the routine preoperative administration 
of tromexan, postoperative phlebitis has practically 
disappeared. However, spontaneous, or posttrau- 
matic, phlebitis still occurs and is usually treated 
by immobilization of the affected extremity, lumbar 
sympathetic block, and the administration of anti- 
coagulants. If edema and other phenomena do not 
subside within 8 to 15 days, thrombectomy is in- 
dicated. The authors performed it in 5 cases with 
excellent results. 

The procedure can be performed under local 
anesthesia; it is technically not difficult and practi- 
cally harmless. 
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Preoperative phlebography is very desirable but 
not indispensable. On the other hand, phlebography 
in the course of the operation is essential for the 
choice of the procedure. No matter whether blood 
can be withdrawn or not, opaque medium can be 
cautiously injected and thus the exact location of 
the thrombus and its limits can be clearly visu- 
alized. 

The clot is removed through a longitudinal in- 
cision 3 or 4 cm. long. Expulsion of the clot by 
application of the tourniquet from the distal end 
toward the proximal end of the extremity is not 
advised by the authors. After removal of the throm- 
bus the venous segment is irrigated with heparin 
solution and the incision in the vein is sutured. If 
the entire thrombus cannot be removed, ligation of 
the vein should be performed to obtain the effect 
of sympathectomy. Whatever procedure is selected, 
the operation should be followed by immobilization, 
sympathetic block, and the employment of anti- 
coagulants. 

Advanced age or pronounced inflammation are 
contraindications to thrombectomy. 

Josepu K. Narat,¥M.D. 


Indications for and Results of Ligation of the In- 
ferior Vena Cava in Thromboembolic Disease 
(Indications et résultats de la ligature de la veine 
cave inférieure dans la maladie thromboembolique). 
Lucien LEGER and PuitippE DétRIE. Mém. Acad. 
chir., Par., 1951, 77: 608. 


The authors report their experience with ligation 
of the inferior vena cava in 15 cases, and the ex- 
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periences of French colleagues who sent their data 
on 35 cases. Fourteen of the latter cases had been 
reported previously while 21 had not been reported. 

The immediate results are prompt cessation of the 
emboli, relief of pain, and prompt return of the tem- 
perature to normal. Two deaths occurred among the 
35 patients and 3 deaths occurred in the authors’ 
series. The latter deaths were believed to be due to 
tardy intervention. 

The late sequelae (frequently reported as being 
due to the interruption of the vena cava) are be- 
lieved by the authors to be due to the original 
phlebitis; thus, edema, ulcers, and pigmentation are 
placed in this class. Five of the authors’ patients 
were examined after a period of 4% years. The 
sequelae are classified as minimal in 8 cases and 
somewhat more marked in 5 cases. In 2 patients 
with bilateral phlebitis, poor results were obtained. 

Recurrent embolism is regarded as the prime indi- 
cation for ligation of the inferior vena cava. Ligation 
has been performed in some cases of phlebitis before 
emboli have occurred. Prophylactic ligation has also 
been done during a necessary operation on a patient 
with phlebitis. 

The use of anticoagulants has not been considered 
a contraindication to ligation of the vena cava. 

The authors conclude their report by stating that 
in 4 years ligation has been performed in only 15 of a 
much greater number of cases of phlebitis seen dur- 
ing this period. The use of anticoagulants and early 
ambulation are believed to reduce the necessity of 
ligation of the vena cava. 

Tuomas C. Dovuctass, M.D. 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Physiological Basis in Postoperative Rehydration 
(Le attuali basi fisiologiche nella reidratazione post- 
operatoria). G. Boccuetti. Arch. ital. chir., 1951, 
74: 349. 

The evaluation of dehydration depends upon the 
clements concerned, water and salts in various 
combinations. 

Among the electrolytes the most important are 
sodium and potassium. As to the sodium chloride 
metabolism, which is the fundamental constituent 
of extracellular fluid, the data most easily obtained 
is the amount of chloride in the urine. Together 
with the fluid intake and output and diuresis it 
represents the best indicator of the hydromineral 
balance in the surgical patient. It is seldom that a 
patient will require more than a liter of normal 
saline solution. The water necessary is best ad- 
ministered as 5 per cent glucose in order to avoid 
the development of thrombosis, excess insulin secre- 
tion, and glycosuria. 

The other important electrolyte is potassium, the 
fundamental constituent of intracellular fluid. A 
deficit of potassium, difficult to reveal, must be 
corrected in order to re-establish the hydrosaline 
equilibrium completely. 

A well conducted qualitative and quantitative re- 
hydration will in the first place restore certain vital 


functions, such as the blood volume, blood pressure, 
renal circulation, and normal px, and, lastly, will 
serve to carry the patient gradually and without 
deficit to the time when he will be able to take fluid 
and food by mouth. It is only with oral feeding 
that true and proper recovery is possible. 

Lucian J. Fronpvuti, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Enzymatic Débridement of Burns. Witiiam A. 
ALTEMEIER, ROBERT COITH, WILLIAM CULBERT- 
SON, and ALFRED TyTELL. Ann. Surg., 1951, 134: 
581. 


The early removal of devitalized tissue associated 
with deep burns is an important objective in therapy. 
Previous attempts to remove the burn slough by 
enzyme digestion have not proved too successful. 

Upon the completion of a 2-year research project, 
the authors have developed three important sources 
of potent proteinase capable of digesting burn 
eschars. The work to date, however, has been limit- 
ed to in vitro and animal experiments. The evidence 
suggests that what is sought is not a single pure 
enzyme, but a proteinase consisting of two or more 
proteolytic enzymes capable of acting together to 
digest devitalized skin but not normal tissues. 


The development of three or more proteinases is 
important since these substances are antigenic and 
it is possible for the animal to become immunized to 
their local digestive action. 

Lazarus, M.D. 


The Stress Response in the Severely Burned: An 
Interim Report. Everett Ipris Evans and W. 
J. H. ButreRFIELD. Ann. Surg., 1951, 134: 588. 


Operations, trauma, severe illness, and exposure 
to cold all induce a similar pattern of metabolic 
changes in the subject, such as glycosuria, excre- 
tion of more potassium and less sodium, altered 
nitrogen excretion, and changes in the levels of ex- 
cretion of 17-ketosteroids and corticosteroids. The 
changes appear to be the result of the subject’s 
response to injury and insult, and have been termed 
the “alarm reaction” or “‘stress response.” It is be- 
lieved that they are due to one mechanism, the 
stimulation of the adrenal cortex. This study was 
undertaken to secure quantitative information on 
the patient’s internal reaction to stress induced by 
burning, this information to form a basis for any 
later study of the effects of ACTH or cortisone on 
burn therapy. 

Eosinophil depression appears to be closely re- 
lated to the extent of the burning. As the percent- 
age of body burned is increased, the duration of the 
depression of the eosinophil count is increased and 
the lower the eosinophil count falls. Further studies 
were made on corticoids and 17-ketosteroid excre- 
tions, fluid, sodium, potassium, and the nitrogen 
balance. Analyses of the results serve to support 
the hypothesis that the stress response in the se- 
verely burned may have been largely due to the 
release of a substance from the adrenal cortex with 
the properties of compound F. A syndrome of 
“burn stress pseudodiabetes” is described. 

No definite answer can be given as to whether the 
natural stress response should be augmented by 
adrenocortical hormone therapy. It was the feeling 
of the authors, however, that should the burn area 
be very extensive (greater than 40 to 60%), aug- 
mentation may be advisable. 

Ey Lazarus, M.D. 


A Clinical and Experimental Evaluation of the In- 
fluence of ACTH on the Need for Fluid Therapy 
of the Burned Patient. JoHNn W. RAKER, ANNE 
Wicut, ALBERT J. D. MICHEL, and OLIVER COPE. 
Ann, Surg., 1951, 134: 614. 

When a body surface is burned, the damaged 
capillaries leak water, electrolytes, and protein. If 
the area burned is large, these losses must be re- 
placed in order to prevent serious depletion of the 
circulating blood volume and dehydration of un- 
harmed tissues. It has been claimed that ACTH 
therapy causes the damaged capillaries to regain 
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their normal state of permeability, and that, as a 
result, the patients do not require replacement 
therapy. 

Laboratory experiments and clinical trial by the 
authors have failed to substantiate these claims. 
The authors state that with regard to the need of the 
burned patient for immediate fluid therapy, there is 
no reason to recommend ACTH. 

Lazarus, M.D. 


Renal Function Studies of Severely Burned Patients: 
A Preliminary Report. B. W. Haynes, Jr., 
MicwaEt E. DEBAKEy, and F. R. DENMAN. Ann. 
Sturg., 1951, 134: 617. 

Severely burned subjects who are adequately 
treated exhibit a degree of renal functional compen- 
sation which is compatible with complete recovery. 

Sixteen renal clearance studies, carried out on 8 
severely burned patients, revealed a relatively con- 
stant pattern of response, which might be charac- 
teristic of this type of injury. It is characterized by 
an increased glomerular filtration rate, a normal ef- 
fective renal plasma flow, and an increased filtration 
fraction. This pattern was noted on the second day 
after the injury, and the filtration rate and filtration 
fraction declined to reach and maintain normal val- 
ues after 2.5 to 3 weeks following the injury. 

Physiologic variables which might conceivably 
produce the observed alteration, i.e., overhydration, 
increased thyroxin, desoxycorticosterone acetate, 
pyrogenic response, hypoproteinemia, and adrena- 
line are discussed. On the basis of the available evi- 
dence, the mechanism of the observed alteration 
must for the present remain unexplained. 

Tubular function, as measured by the maximal 
tubular excretory capacity, was within normal limits 
after injury in a group of severely burned but ade- 
quately treated patients. There appears to be a 
tendency toward increasing excretory ability of the 
tubule with the passage of time. The majority of 
the observations made before 3 weeks had elapsed 
since the injury were within normal range; those 
made after this time in 1 patient appeared to be 
significantly high. Exy Extiorr Lazarus, M.D. 


Antibacterial Therapy in Infections Resulting from 
Human Bites. Irvinc A. LEvIN and ALFRED B. 
Loncacre. J. Am. M. Ass., 1951, 147: 315. 


Of the 27 patients with human bite infections 
reviewed in this report, 4 were treated with paren- 
teral bacitracin. In the remaining cases penicillin, 
streptomycin, and a sulfonamide were used alone or 
in combination as antibacterial therapy. Bacitracin 
was the only new antibiotic used in this series of 
human bite infections. 

Nineteen wounds were located on the dorsum of 
the hand or on the digits. Except for one, all of 
the patients were seen later than 24 hours after the 
injury and had a well established infection at the 
time of hospitalization. The details of surgical 
management for earlier human bite wounds were 
not presented, 


Clinically, bacitracin seemed to be more effective 
than the other antibiotics against anaerobic strepto- 
cocci, and no toxic reactions to bacitracin were 
noted in the 4 cases reported. The dosage of bacitra- 
cin varied from 5,000 to 10,000 units given intra- 
muscularly every 6 hours. Patients treated with 
bacitracin gave an excellent response in from 24 to 
48 hours when this antibiotic was used as an adjunct 
to good surgical care. Joun L. Bett, M.D. 


Treatment of Surgical Infections in the Ambula- 
tory Patient. Wittiam A. ALTEMEIER and JEROME 
GruseErFi. Surg. Clin. N. America, 1951, 31: 1259. 


When exudates are present and can be obtained by 
incision or drainage or aspiration, they may be exam- 
ined microscopically by preparing gram stains of 
smears. In resistant infections, cultures and bacterial 
sensitivity tests of the various antibiotic agents 
should be done, when possible, to aid in theselection 
of a suitable and effective antibiotic agent. The anti- 
biotic agents used for the chemotherapy of minor 
surgical infections are usually penicillin, chloro- 
mycetin, aureomycin, terramycin, and streptomycin. 

The typical use of antibiotics in the treatment of 
infected wounds may be effective but their use 
should be reserved for specific indications. 

Infected wounds are treated promptly by removal 
of sutures, adequate opening of the wound with the 
establishment of free drainage, and the systemic use 
of antibiotics. In mixed infections, the establish- 
ment of drainage is particularly important to prevent 
extension of the necrotizing process. 

In addition, all necrotic tissues or foreign bodies 
should be removed under a protective screen of 
systemic antibiotic therapy after the invasive qual- 
ities of the infection have been overcome. Removal 
is best effected by sharp dissection, being careful not 
to produce bleeding. Enzymatic removal of necrotic 
slough with solutions of crystalline trypsin or col- 
lagenase is being done experimentally. 

The diagnosis of cellulitis is made on the basis of 
the diffuse redness, increased local heat, slight pain 
and tenderness which is limited to the superficial 
aspects of the area, and soft edema of the involved 
skin and subcutaneous tissues. Great care must be 
exercised in differentiating pyogenic cellulitis from 
conditions such as hemolytic streptococcal gangrene, 
crepitant clostridial cellulitis, nonclostridial cellu- 
litis, and gas gangrene lesions, which are not to be 
treated as minor infections in ambulatory patients. 

Conservative treatment of lymphangitis is indi- 
cated and surgical manipulation or incision, in the 
presence of the invasive infection, should be avoided. 
Rest, elevation of the part, local ‘application of heat, 
temporary bed rest, immobilization, and systemic- 
ally administered antibiotic therapy are indicated. 
Penicillin is usually very effective. Either 100,000 
units of aqueous penicillin G may be given every 8 to 
12 hours intramuscularly, or 1 c.c. of a preparation 
containing 100,000 units of aqueous penicillin and 
300,000 units of procaine penicillin may be given 
every 12 to 24 hours, intramuscularly. 
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The treatment of lymphadenitis is directed pri- 
marily toward the eradication of the original portal 
of infection and secondarily toward the area of in- 
fection in the lymph nodes. Management of the 
primary lesion depends upon its nature and consists 
usually of conservative measures, including rest, 
elevation, local application of heat, and antibiotic 
therapy. When suppuration occurs, incision and 
drainage are necessary after the invasive qualities of 
the infection have been overcome. Penicillin is 
usually the antibiotic agent of choice, with aureo- 
mycin, chloromycetin and terramycin as alternates. 

In the treatment of furunculosis it is important to 
prepare the skin surrounding the furuncle by thor- 
ough cleansing with soap water, alcohol, and ether, 
and then painting with a suitable antiseptic. Every 
effort is made to keep the area dry to minimize 
spread of the infection to adjacent hair follicles. 
Soap containing G-11, “germa-medica,”’ may be used 
for control of secondary infections. If suppuration 
occurs, drainage through an incision is performed. 
Chemotherapy with penicillin administered system- 
ically is of great value in controlling the individual 
infection and in preventing secondary infections. 
Excessive amounts of carbohydrates in the diet 
should be discouraged. 

In human bite infections a contusion of the deeper 
tissues occurs which supports the growth of a mixed 
bacterial flora usually consisting of such bacteria as 
the aerobic nonhemolytic streptococcus, anaerobic 
streptococcus, Bacillus melaninogenicum, spirochetes, 
staphylococcus and actinomyces. The vast majority 
of fresh human bites without joint involvement are 
treated on an ambulatory status. The wound is 
thoroughly and completely debrided, after which it is 
left open and packed gently with zine peroxide 
ointment, and the hand is immobilized on an alum- 
inum splint in the position of function. In addition, 
the patient is then started on penicillin, receiving 
generally 100,000 units of the aqueous penicillin G 
and 300,000 units of procaine penicillin every 24 
hr. for 72 to 96 hr. C. Frep GoERINGER, M.D. 


ANESTHESIA 


Surgical Anesthetic Techniques in the Infant 
(Techniques anesthésiques en chirurgie infantile). 
BERNARD DUHAMEL. Anesthésie, Par., 1951, 8: 71. 


It is not correct in the matter of surgical anes- 
thesia to think of the infant as a small adult. The 
infant differs in this regard from the adult in its 
reduced volume of respiratory exchange, a volume 
which is, in addition, variable from one moment to 
the other. The respiration of the infant is always 
irregular, both as regards rhythm and amplitude. 
This feeble respiratory capacity results, further- 
more, in a greater proportional amount of dead 
respiratory space, and the feebleness of the infantile 
musculature renders the infant incapable of any 
marked amount of respiratory effort. 

In the infant even the temporary employment of 
a closed system requires continuous “assistance” 
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of the respiration. An abundance of oxygen will 
tend to prevent stagnation of the expiratory gases. 
The dead spaces are reduced to a minimum by the 
use of open systems and by the frequent utilization 
of tracheal intubation. The disadvantages of the 
feeble respiratory efforts in the infant are combated 
by suppression of all the causes of respiratory re- 
sistance—valves, long tubes, cleaning bottles inter- 
calated into the respiratory system (designed for 
bubbling the anesthetic gases through another fluid), 
and too thick and heavy balloons. 

In the author’s experience the best anesthesia for 
the infant is the open ether method, perhaps with 
induction by nitrous oxide as a starter. He recog- 
nizes the value of vinethene for brief periods of 
anesthesia or for induction purposes and he regrets 
that the preparation is not available in France. 

At the Hépital des Enfants Malades they employ 
either the apparatus of Martinaud and Claudel 
(manufactured by R. Pesty) or the apparatus A? 
(manufactured by the A ppareil Médical de Précision. 
The author, however, has had a small transportable 
generator made for his own personal use which he 
employs with the Martinaud and Claudel mask and 
balloon system. This generator has been constructed 
so as to provide for the use of vinethene when it 
becomes available. Joun W. BRENNAN, M.D. 


Hazards of Lumbar Puncture. Rosert D. Dripps 
D. J. Am. M. Ass., 1951, 147: 
IIIO. 


The complications attributed to spinal anesthesia 
have been reported after lumbar puncture alone. 
According to the authors, the major difficulty fol- 
lowing lumbar puncture results from the following 
factors: trauma, changes in the cerebrospinal fluid 
pressure, and infection. 

Backache may be caused by injuries to the spinal 
ligaments, periosteum, or annulus fibrosis from a 
large bore needle or the trauma of multiple punc- 
tures. Perforation of the blood vessels may result 
in epidural hematoma or, if blood gains access to 
the subarachnoid space, in signs of meningeal irri- 
tation. Nerve roots or rarely the spinal cord may 
be injured by the needle. It is reported that con- 
tact with sensory roots of the cauda equina occurred 
in 13 per cent of lumbar punctures performed by the 
authors for spinal anesthesia. 

Cerebrospinal fluid pressure must often be re- 
duced after lumbar puncture because of the loss of 
fluid through the puncture hole. If from 18 to 20 
c.c. of fluid are withdrawn when the patient is in 
the upright position, a characteristic headache oc- 
curs instantly. Rare but more serious consequences 
of the immediate change in the fluid dynamics are 
also discussed. Among these are subarachnoid hem- 
orrhage and herniation of the brain into the fora- 
men magnum in the presence of increased intra- 
cranial pressure. 

More prolonged and persistent reductions in cere- 
brospinal fluid pressure may be related to the cause 
of postlumbar puncture headache. The authors 
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state that the headache may have a delayed onset, 
as long as 7 to 10 days following lumbar puncture. 
The headache may be accompanied by visual or 
aural disturbances, and the duration of the head- 
ache may be prolonged for weeks or months in some 
instances. Postlumbar puncture headache occurred 
in 22 per cent of 637 patients in whom a 16 gauge 
needle was used. Aural disturbances occurred in 
I per cent of 6,147 patients who received spinal 
anesthesia. 

Infection as the result of lumbar puncture is 
briefly presented. The authors conclude that every 
effort should be made to minimize the local trauma 
of lumbar puncture and to practice strict asepsis for 
the procedure whether it be for introducing anes- 
thetic agents or for diagnostic and therapeutic 
purposes. Joun L. Bett, M.D. 


Discussion on the Use of Hypotensive Drugs in 
Surgery. G. E. HALE ENDERBY, M. H. ARMSTRONG 
Davison, F. Boyes Korxkis, MiTA BARNES, and 
Others. Proc. R. Soc. M., Lond., 1951, 44: 829. 


ENDERBY uses hypotensive drugs—hexametho- 
nium bromide—in conjunction with postural ischemia 
to produce a bloodless field. This is achieved by 
placing the patient in reverse Trendelenburg posi- 
tion. Morphine and atropine were used for pre- 
medication. Induction is made by the intravenous 
administration of thiopentone with a muscle relax- 
ant, maintenance anesthesia by nitrous oxide and 
oxygen, assisted by thiopentone. Cyclopropane is 
avoided. When anesthesia is stabilized the patient 
is placed in the proper position and hexamethonium 
is given: 50 mgm. for patients under 40 years, 30 to 
40 mgm. for patients over 40, and 20 mgm. for hyper- 
tensives and those over 60 years. A dry surgical 
field is accomplished by lowering the systolic pres- 
sure to 55-65 mm. Hg, and by elevating the oper- 
ative field. Hexamethonium is given in further 
doses as indicated, and the most extreme position is 
maintained to induce surgical dry field. 

Older patients show little rise in pulse rate. 

The position apparently leads to no cerebral 
ischemia during brain operations. In pelvic opera- 
tions the patient is in a horizontal position and the 
legs are lowered. In perineal operations the surgeon 
could work in the prone jackknife position. 

Positive pressure in the presence of hypotensive 
drugs produces a profound fall in blood pressure. 

Too great a fall of blood pressure is controlled by 
reversing the position and administering pressor 
drugs; hemorrhage is treated by fluid replacement; 
an inadequate airway must be restored to integrity. 

DAVISON stated that pentamethonium iodide (bis- 
trimethylammonium pentane di-iodide), when given 
intravenously to anesthetized patients, may produce 
(1) a profound fall or postural sensitivity of the blood 
pressure; (2) muscular relaxation; (3) pupillary dila- 
tation; (4) disturbance of cardiac function; and (5) 
respiratory depression. 

Hypotension and decreased hemorrhage at opera- 
tion seem to be associated. This may be due (1) to 


the greater effect of gravity on the distribution of 
blood when the blood pressure is low; and (2) to the 
effect of gravity on the venous blood. Less certain 
factors may be (3) reduction in cardiac output due to 
(a) direct action of the drug on the heart, and (b) 
diminished venous return; (4) discriminatory periph- 
eral vasodilatation in which the muscles (and per- 
haps, some other tissues) play no part; and (s) 
selective arteriolar relaxation in such organs as the 
kidney. 

The effects of pentamethonium and decamethon- 
ium and the variability of responses are stressed. 
It is suggested that these drugs act (1) at the 
myoneural junction; (2) at autonomic ganglia; and 
(3) in the spinal cord. The action of acetylcholine 
at these sites suggests a similarity of mechanism 
in the production of myoneural block, reduction of 
spinal reflex tone and, possibly, of cardiac upsets. 

The hazards associated with this technique are (1) 
cerebral anoxia, especially likely to occur if a foot- 
down tilt is adopted; (2) renal ischemia; (3) reactive 
hemorrhage; (4) cerebral thrombosis; (5) cardiac 
failure; and (6) respiratory complications, especially 
massive pulmonary collapse. 

The decision as to whether this technique has any 
place in surgery must await further trial under con- 
trolled conditions. 

Korkis stated that bloodless field anesthesia was 
used in 49 cases with 4 reactive hemorrhages but no 
general complications. It is particularly useful in 
radical neck surgery, and work in small deep cavities. 

SHACKLETON reported that there was no reduction 
in renal output even after long continued hypo- 
tensive surgery. 

GILLIES stated that optimum blood pressure is 
between 70 and 80 mm. Hg, that a reduction to 
50 mm. gives no additional advantage, and that 
hemostasis must be meticulous if reactive hemorrhage 
is to be avoided. Frep W. S. Mopern, M.D. 


SURGICAL INSTRUMENTS AND APPARATUS 


Surgical Correction of Lymphedema: with Obser- 
vations on the Use of the Electric Dermatome. 
GERALD H. Pratt. J. Am. M. Ass., 1951, 147: 1121. 


A discussion of the anatomy of the lymphatic cir- 
culation and the causes of lymphedema is given in 
the introduction of this article and followed by a more 
detailed presentation of the treatment of the condi- 
tion. The author used the electric dermatome to 
obtain skin grafts from involved extremities in 12 
patients in whom surgical correction of massive 
lymphedema was performed. His experience and use 
of the dermatome in the procedure is given in detail. 

A plan for conservative therapy in mild cases of 
lymphedema is outlined. In this treatment the 
affected part must be elevated sufficiently as often 
as necessary to reduce the swelling, and adequate 
support must be provided when the extremity is in 
the dependent position. For this support the author 
prefers elastic or rubber bandages to elastic stock- 
ings as the bandages can be adjusted to conform to 
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the circumference of the extremity as it changes 
from time to time. The lymph fluid must not be 
allowed to remain in the subcutaneous tissues for 
more than a short time, as fibrosis will occur and a 
permanent subcutaneous space for the collection of 
fluid will form. 

The surgical therapy for massive lymphedema is 
reviewed with historical notations of interest. Until 
recently the author has used the total fascia excision 
procedure, utilizing the dissected skin flaps for cov- 
erage. Good results were obtained in from 60 to 70 
per cent of the patients with massive lymphedema. 

A new technique of total fascia excision employing 
split-thickness grafts taken with the electric derma- 
tome has been used in 12 cases. One case is described 
in detail and the text is supplemented with excellent 
preoperative, operative, and follow-up photographs 
of the patient. The patient was a male, age 47, with 
massive lymphedema of the entire right lower ex- 
tremity of 30 years’ duration. Operations had been 
performed elsewhere 10 years before without benefit 
to the patient. This man was operated upon by the 
author’s technique in three stages. At the first stage 
split-thickness skin grafts were taken from the calf 
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of the involved leg with the electric dermatome and 
all of the superficial and deep fascia was excised en 
bloc from the knee to the ankle. The leg was re- 
duced from a circumference of 85 cm. to one of 43 
cm. The 0.0381 cm. split-thickness grafts were then 
sutured in place on the exposed muscle. Three weeks 
later a similar procedure was performed upon the 
involved thigh, and a third operation completed the 
surgical revision of the extremity. 

Adequate preoperative preparation including 
antibiotic therapy, and the prevention of fungus 
infection, the use of pHisoderm® with hexachloro- 
phene to combat infections, adequate supplies of 
blood, and continuous spinal anesthesia are advo- 
cated by the author. In extensive procedures, such 
as the one described, two operating teams are used 
to decrease the operative time. The use of blood 
transfusions and the prevention of shock are em- 
phasized. Following the operation and for an in- 
definite time, support for the extremity is obligatory 
because the space between the skin and muscle must 
remain obliterated to prevent the collection of fluid 
as the tendency toward edema continues. 

Joun L. Bett, M.D. 
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ROENTGENOLOGY 


The Influence of Radiology in the Diagnosis and 
Treatment of Intrinsic Carcinoma of the Lar- 
ynx. Sir STANFoRD CADE. Brit. J. Radiol., 1951, 
24: 582. 

This is the twenty-eighth MacKenzie Davidson 
Memorial Lecture delivered at the British Institute 
of Radiology on May 17, 1951. 

The author, who is a general surgeon practicing 
radiology, has observed and treated 153 patients 
with intrinsic carcinoma of the larynx since 1928. 
Of these, 27 were submitted to insertion of radium 
needles by the fenestration method of Finzi-Harmer 
and its subsequent modification, 103 were given 
teleradium therapy with the 2, 4, and 10 gm. radium 
beam units, 13 were irradiated solely with roentgen 
rays, and 10 were subjected to laryngectomy, which 
was also performed on 30 other patients for radiation 
failures. 

The term “intrinsic carcinoma” of the larynx is 
used to express the fact that the disease is limited to 
two main sites: (1) the true vocal cord and (2) the 
ventricle of Morgagni. Clinically, the lesion is classi- 
fied into four stages: (1) involvement of the anterior 
two-thirds of one cord; (2) involvement of both 
cords and the anterior commissure; (3) extracordal 
extension with fixation of the cord, and (4) involve- 
ment of other parts of the larynx. 

Roentgenological examination is of definite aid in 
carcinoma of the larynx in determining the site and 
extent of the lesion, in ascertaining the amount of 
edema present, and in checking the rate of response 
to the irradiation. The most commonly used meth- 
ods are: (1) roentgenography in the lateral view with 
air inflation (Valsalva), and (2) laminagraphy in the 
anteroposterior view. . 

Biopsy should be done routinely to establish the 
histologic type of the lesion and its degree of dif- 
ferentiation. In the very early cases it permits a 
differential diagnosis between ‘‘carcinoma in situ” 
and keratosis of the cords. Following irradiation, it 
makes possible a distinction between late radiation 
sequelae and possible recurrence of the carcinoma. 
The results obtained are shown in Tables I and II. 


TABLE I.—INTRINSIC CARCINOMA OF THE 
LARYNX; TELERADIUM; 1935-1950: 103 
PATIENTS 


Alive Alive 

Total | 1 years 3 years 

No subglottic extension 60 2 of 5 22 of 38 
(40% (58%) 

Subglottic extension 31 1 of 6 2 of 18 
(16%) (11%) 

Postoperative recurrence 12 20f 5 of 10 


TABLE II.—INTRINSIC CARCINOMA OF THE 
LARYNX; FENESTRATION; 10928-1939: 27 
PATIENTS 


Number Percentage 
Alive 5 or more years 13 48 
Died of disease 9 
Operative death I 
14 52 
Death from radium necrosis 2 
Untraced (counted as dead) 2 


The following general principles of radiation treat- 
ment are established: (1) the earlier the lesion is 
treated the more likely it is to regress following the 
radiation; (2) subglottic extension rarely leads to a 
successful result from irradiation; (3) the combina- 
tion of leucoplakia and carcinoma of the cord has 
a poor prognosis if treated by irradiation; and (4) 
recurrences following radiation therapy are un- 
suitable for further irradiation. 

The advanced cases are treated by preoperative ir- 


radiation followed by laryngectomy. If widespread | 


local extension or metastasis to the cervical lympb 
nodes has already taken place, the carcinoma is no 
longer “intrinsic.” Such cases sooner or later re- 
quire tracheotomy. Neither palliative irradiation 
nor palliative laryngectomy is of much benefit. 

T. Levcutm, M.D. 


Contribution to the Technique of Cerebral Arterio- 
graphy with Per-Abrodil (Beitrag zu den tech- 
nischen Ausfiihrungen bei der cerebralen Arterio- 
graphie mit Per-Abroldil). T. BurckHart and E. 
KIEFER. Chirurg, 1951, 22: 487. 


The use of thorotrast for the visualization of 
blood vessels has been discontinued by these authors. 
They have investigated another product, “per- 
abrodil,”’ which supposedly is identical with dio- 
drast. They use a 35 per cent solution which is well 
tolerated and produces sharp pictures. Higher con- 
centrations are superfluous. A closely related prod- 
uct, “per-abrodil M,” is also water-soluble, and is 
rapidly and completely excreted through the kid- 
neys. It may be used for retrograde and intravenous 
pyelography, for visualization of articulations, and 
angiocardiography. For cerebral vasography, the 
authors employ a 45 per cent solution of per-abrodil 
M with excellent results. As a rule, the procedure is 
performed under local anesthesia, and sodium evipal 
is given intravenously only to children and restless 
adults. Although the manufacturer recommends a 
preliminary test for allergy, the authors do not em- 
ploy it routinely because anesthesia prevents al- 
lergenic reactions. Secondary hemorrhages were 
never observed. 
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A satisfactory visualization of blood vessels de- 
pends not only on the contrast medium but also on 
the rate of injection, the amount of fluid, the timing 
of the exposure, the setting of the x-ray apparatus 
with regard to kilovolts and amperes, the developer, 
and the quality of the film. 

In adults the optimal amount of per-abrodil M is 
from 12 to 15 c.c., and the duration of the injection 
is from 0.5 to 1.2 seconds. 

JosEeru K. Narat, M.D. 


Percutaneous Vertebral Arteriography. Davip 
Sutton and R. D. Hoare. Brit. J. Radiol., 1951, 
24: 589. 

Percutaneous carotid arteriography permits in- 
vestigation of the pathological lesions in the cranium 
of some two-thirds of the patients. For the remain- 
der, several attempts have been made more recently 
to perfect a technique of percutaneous angiography 
via the vertebral artery. This endeavor was facili- 
tated somewhat by the experience gained through 
accidental puncture of the vertebral artery which 
occurred while an attempt was made to puncture 
the carotid artery. Since the former lies only 1 centi- 
meter or so behind the latter, if the needle fails to 
touch bone before reaching it, the operator may en- 
ter the vertebral artery unintentionally. 

The authors performed successful percutaneous 
injection of the vertebral artery in 48 of 66 cases 
during the last 3 years. An increasingly higher 
proportion of success was obtained as the technique 
was improved. 

The present technique is as follows: 

After local anesthesia with 2 per cent procaine, 
down to the region of the transverse processes, the 
skin puncture, which is made at the level of the thy- 
roid cartilage or slightly higher, is enlarged with a 
Syme’s needle and the arteriography needle is in- 
serted until its point touches a transverse process. 
Here the needle point is cautiously moved upward 
or downward so that it slips around the border of 
the transverse process and gently pierces the verte- 
bral artery as it passes between the two transverse 
processes. The needle may pierce both walls of the 
artery without a backflow of blood being obtained; 
therefore, the procedure may have to be repeated 
several times before the artery is entered success- 
fully. Once a good backflow is obtained, the needle 
is released and saline solution is injected until every- 
thing is ready for the arteriography. The authors 
use the same equipment for the injection of the 
opaque medium as that used for carotid arteriogra- 
phy. The roentgenographic apparatus includes a 
Lysholm skull table fitted with arteriographic cas- 
sette holders. Ten cubic centimeters of 35 per cent 
diodone are injected for each series of roentgeno- 
grams at a somewhat slower rate than is customary 
for the carotid injection and without undue force. 
The roentgenograms are made in both lateral and 
Towne’s projections, and occasionally also in the 
submentovertical projection. The Lysholm appara- 
tus permits three successive exposures in the lateral 
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view (an arteriogram, a capillary angiogram, and a 
venogram) and two exposures in the other views (an 
arteriogram and a venogram). 

The authors emphasize that percutaneous verte- 
bral arteriography is more difficult to perform than 
percutaneous carotid arteriography and that an ex- 
perienced team is necessary to obtain a good injec- 
tion. They describe in detail the roentgenographic 
appearance of the normal vertebral circulation and 
of the vessels which can usually be identified, by 
using reproductions of typical roentgenograms as 
well as diagrams to illustrate the salient points. 

The hazards of the procedure compare favorably 
with those of percutaneous carotid arteriography. 
In 4 cases extravasation occurred, but this gave rise 
to no ill effects as diodone is absorbed fairly rapidly 
by the tissues. In several other instances the sub- 
arachnoid space was entered by introducing the 
needle point a little too far medially; in 2 of these 
the error was not detected and the diodone was in- 
jected into the subarachnoid space. Fortunately, 
neither patient suffered serious consequences, but 
Lindgren describes a similar accident with a very 
severe reaction which almost proved fatal for the 
patient. By waiting for the presence of arterial blood 
in the cannula upon withdrawal, the danger of such 
injections can be avoided. Other complications ob- 
served were: periarterial hematoma, leading to no 
untoward effects; transient pain due to puncture of a 
nerve root; transient hemiplegia; and partial Brown- 
Séquard syndrome. 

Percutaneous vertebral arteriography is indicated 
in lesions which occur in the areas supplied by the 
vertebral arteries, such as the posterior fossa and 
parts of the cerebrum, via the posterior cerebral, 
posterior choroidal, and posterior communicating 
arteries. These comprise (a) vascular lesions (1) 
aneurysm, (2) angioma, (3) thrombosis, (4) subdural 
hematoma, and (b) space-occupying lesions. So far 
the procedure has proved of greater diagnostic value 
in the former group. 

Five interesting cases are described in short 
résumés and illustrated. T. Leucutia, M.D. 


Bronchography in Anesthesia with Intubation (Die 
Bronchographie in Intubationsnarkose). W. Fromu- 
HOLD. Fortsch. Roentgenstrahl., 1951, 75: 419. 


The author emphasizes the dangers of bronchog- 
raphy and postulates that it should be used only 
after all other diagnostic methods have failed to 
give satisfactory results. Particularly, the tomo- 
gram often clears the situation in cases of tumor and 
makes bronchography unnecessary. 

The risks of local anesthesia are discussed. Al- 
though, relatively, pantocain is the best drug avail- 
able, irreversible circulatory failure has been ob- 
served after local anesthesia. 

The writer prefers to perform bronchoscopy 
under general anesthesia and with intubation. The 
anesthesia is started with the intravenous adminis- 
tration of evipal, the patient is then intubated, and 
from 80 to 100 units of curarine are injected intra- 
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Fig. 1. Fig. 2. 

Fig. 1 (Janker, Hallerbach). Schematic drawingjof a 
tricuspidal atresia. The route of the blood stream is indi- 
cated by the arrow: 1, right atrium; 2, left atrium; 3, left 
ventricle; 4, aorta; 5, rudimentary right ventricle; and 6, 
pulmonary artery. The pulmonary artery is filled from a 
small right ventricle that communicates with the left 
ventricle. 

Fig. 2. Schematic drawing of a different form of tricuspi- 
dal atresia. Route of the blood stream: 1, right atrium; 


venously. The anesthesia is continued with a mix- 
ture of nitrous oxide and oxygen. 

Not only is bronchography under general anes- 
thesia less dangerous than under local anesthesia 
but the results are better as all coughing is obviated 
through the action of the curarine. 

Finally, the author discusses the choice of the 
contrast substance. Only water-soluble iodine com- 
pounds may be employed. 

WERNER M. Sotmitz, M.D. 


Visualization of Tricuspidal Atresia by X-ray Cine- 
matography (Die roentgenkinematographische Dar- 
stellung der Tricuspidalatresie). R. JANKER and H. 
HALLeRBACH. Fortsch. Roentgenstrahl., 1951, 75: 
393- 


The authors emphasize the advantages of cine- 
matographic angiocardiography in the diagnosis of 
congenital heart conditions and describe in detail 
the equipment and technique used by them. Be- 
tween 18 and 24 pictures per second are taken. This 
method enables the radiologist to study closely the 
course of the blood stream inside the heart and to 
arrive at a correct diagnosis even in complicated 
cases. 

On the basis of a series of 370 angiocardiograms 
of congenital heart disease the authors discuss 13 
cases of tricuspidal atresia in patients between the 
ages of 4 and 21 years. 

The clinical picture is characterized by cyanosis, 
clubbing of the fingers, and the apex beat is dis- 
placed laterally of the midclavicular line. Polycy- 


Fig. 3. 
2, left atrium; 3, left ventricle; 4, aorta; 5, patent ductus 
arteriosus; and 6, pulmonary artery. The pulmonary 
artery is filled retrogradely from the aorta via the persistent 
ductus arteriosus. The right ventricle is barely noticeable; 
the first part of the artery is obliterated. 

Fig. 3. J.E., female, age 4 years. Single picture from 
the angiocardiographic film. The arrow shows a collateral 
vessel between the left subclavian artery and the left hilus, 
which was confirmed during the operation. 


themia of between 6 and 8 million c.cm. is present 
and the hemoglobin is between 130 and 160 per cent. 
The roentgenogram shows the left side of the heart 
to be considerably larger than the right side which 
is caused by the hypoplasia of the right ventricle 
and the pulmonary conus. 

Atresia of the tricuspidal ostium is always com- 
bined with an open foramen ovale or an interauricular 
septal defect. In addition, there may be present 
either hypoplasia of the right ventricle and an inter- 
ventricular septal defect or almost complete atresia 
of the right ventricle and persistent ductus arteriosus. 
Other varieties of combined malformations are pos- 
sible; for instance, the blood supply of the lungs may 
be provided by dilated bronchial arteries or other 
collateral vessels between the aorta and the pulmo- 
nary circulation. 

Corresponding to the anatomical findings, the 
angiocardiogram reveals two main types of circula- 
tion. The blood courses from the right atrium 
through the interauricular defect to the left atrium 
and ventricle. If an interventricular defect is pres- 
ent, part of the blood stream goes through this defect 
into the hypoplastic right ventricle and the lung, 
another part to the aorta. If no interventricular de- 
fect is present the blood courses from the aorta 
through a persistent ductus arteriosus to the pulmo- 
nary artery and the lung. 

Surgery is indicated in both types if the blood sup- 
ply of the lung is insufficient, provided that a pul- 
monary vessel is present that can be used for a 
Blalock anastomosis. 
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This very interesting article with many instructive 
roentgenograms should be studied in the original. 
WERNER M. Sotmitz, M.D. 


Hepatic Venography. A. M. Rappaport. Acta radiol., 
Stockh., 1951, 36: 165. 

Roentgenography of the liver is still an unsolved 
problem. The use of thorium dioxide injections for 
visualization of the liver has now been compietely 
discarded. Other methods of roentgenography of 
the liver deal with visualization of the greater bile 
ducts and give no further information about the 
parenchyma itself. Arteriography of the liver has 
failed to yield sufficient information to be of value 
and therefore abdominal venography has been in- 
troduced. 

The authors present a method which deals with 
guided catheterization of all the veins of the liver in 
the dog by using a special catheter and direct injec- 
tion of a radiopaque substance. A metal leader is 
used which allows guided catheterization of the 
right and left liver veins. 

The visualization of the venous vascular tree of 
the liver in its finer ramifications gives a delimita- 
tion of this organ from adjacent roentgenological 
shadows and reveals some pathological changes in 
the parenchyma of an atrophic liver. It is reason- 
able to suppose that specific changes produced in the 
vascular pattern of the liver, as, for instance, by 
tumors, abscesses, cysts, and cirrhosis, might also be 
disclosed, but such clinical studies have not as yet 
been attempted. Frank L. Hussey, M.D. 


The First Experience with Splenography by Means 
of Intraparenchymal Injections in Animals 
(Prime esperienze sull’animale di splenografia per 
iniezione intraparenchimale). MAuro MALVENTI. 
Radiol. med., Milano, 1951, 37: 758. 


‘The spleen can be visualized roentgenologically 
after combining pneumoperitoneum with the par- 
enteral administration of thorotrast. However, re- 
peated injections may be required, parenchymatous 
lesions will not be clearly visualized, and the storage 
of the opaque medium is not without danger. 

Various preparations containing iodine or thorium 
show affinity not only for the spleen but also for the 
liver and, therefore, are contraindicated in the 
presence of a hepatic lesion. 

To avoid such disadvantages the author injected 
a preparation called ioduron directly into the spleens 
of rabbits, guinea pigs, and dogs. No lacerations of 
the capsule or hemorrhages were produced by the 
injections and no untoward effects on the general 
condition of the animals were noticed. The visuali- 
zation of the spleen was very satisfactory. The 
attenuation of the opacity in rabbits was rapid and 
from 1.5 to 2 hours after the injection no more 
shadows were cast by the spleen by roentgenography. 
In dogs the shadows persisted only 15 minutes. The 
histologic examination of the injected organs failed 
to reveal any changes attributable to the procedure. 

JoserH_K. Narat, M.D. 


The First Observation of Roentgenologic Explora- 
tion of the Female Genital Apparatus by Means 
of Retropneumoperitoneum (Prime osservazioni 
sull’esplorazione radiologia dell’apparato genitale 
femminile mediante il retropneumoperitoneo). Lucio 
Rossr. Radiol med., Milano, 1951, 37: 705. 


In 1948 Ruis Rivas introduced retropneumoperi- 
toneum for visualization of the retroperitoneal or- 
gans such as the pancreas, kidneys, and suprarenal 
glands, as well as the intraperitoneal organs such as 
the spleen, liver, and colon. The author employs this 
method for visualization of the female organs within 
the lesser pelvic cavity. He uses Forlanini’s pneumo- 
thorax apparatus with a cannula 4 cm. long. With 
the patient in the knee-chest position, the cannula 
is introduced in the midline just below the coccyx 
along its anterior aspect into the retrorectal space, 
and from 1,000 to 1,300 c.c. of oxygen are injected. 
Oxygen is used because it is absorbed more rapidly 
than air. The patient is placed in the supine 
Trendelenburg position and roentgenograms are 
taken after 2 or 3 hours. 

The method is simple and harmless, and is indi- 
cated especially in cases in which other methods of 
examination cannot be employed or do not furnish 
satisfactory results, for instance, in very obese 
individuals, virgins, or patients with atresia or 
stenosis of the vagina. 

The uterus, ovaries, and urinary bladder can be 
visualized in this manner. 

Josepu K. Narat, M.D. 


Roentgen Diagnosis of Pyelonephritis (Zur Roent- 
gendiagnostik der Pyelonephritis). A. Fret. Fortsch. 
Roentgenstrahl., 1951, 75: 452. 


The author discusses the question whether filling 
defects of the calyces in pyelonephritis permit a 
conclusion as to the kind and degree of pathology 
that exists. He states that these defects, as a rule, 
are very variable, depend on a great number of 
factors, and cannot be taken as proof for anatomical 
alterations such as inflammatory swelling of the 
mucosa. 

Factors influencing the picture in the retrograde 
pyelogram include the general constitution and nerv- 
ous condition of the patient, hormonal dysfunction 
such as hyperfolliculinemia and hyperparathyroid- 
ism, the position of the patient during the examina- 
tion, the degree of filling of the renal pelvis, and the 
many technical details used in retrograde pyelog- 
raphy. Respiration seems, also, to have some 
bearing on the appearance of the calyces. The neck 
of the calyces often appears wider in expiration and 
narrower in inspiration. Finally, the type and 
concentration of the contrast substance, the pres- 
sure exerted during its injection, and even the out- 
side pressure of the x-ray tube on the body wall 
may elicit spasms of the calyces and change the 
appearance in the roentgenogram. 

Frequently, filling defects and seeming stenoses 
disappear when the pyelogram is repeated after 
peridural anesthesia, which proves that the con- 
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dition was caused by hypertonia and spasms rather 
than by anatomical changes. 

This article is primarily a polemic against an 
article by Prévét and Berning (Fortschr. Roentgen- 
strahl, 73, No. 4). These authors stated that it is 
possible to demonstrate, by serial pyelograms, the 
different stages and the degree of anatomical de- 
struction in the renal pelvis in cases of pyelone- 
phritis. WERNER M. Sotmirz, M.D. 


A Complication of Percutaneous Carotid Angiog- 
raphy. Hans IpBowrn. Acta radiol., Stockh., 
36: 155. 

The author presents the case of an unusual type 
of complication occurring at the time of percutane- 
ous carotid angiography. A man 4o years of age 
who had been treated 6 months earlier for epilepsy 
was admitted to the Neurosurgical Clinic, Lund, 
with a suspected cerebral tumor. Carotid angiog- 
raphy was carried out on the left side. The left 
common carotid artery was punctured at its bifurca- 
tion and 10 ml. of the contrast medium were in- 
jected. A few minutes after the injection the pa- 
tient’s condition suddenly deteriorated and he lost 
consciousness. After the administration of oxygen 
his condition returned to that present before the 
injection. Roentgenograms of the neck revealed 
that most of the contrast material had been de- 
posited in the wall of the common carotid artery and 
had caused a semilunar bulge inward of the inner- 
most coat just above the bifurcation; this narrowed 
the lumen considerably, particularly at the origin of 
the internal carotid artery. Only a small portion of 
the contrast medium was deposited into the lumen. 
On account of the reaction of the patient the exam- 
ination was interrupted. The following day a second 
carotid angiograph was made by puncturing the 
common carotid artery fairly far down in the neck. 
A filling defect was seen at the site of the injection. 
The upper margin of the defect was smooth, but 
below it was seen to be irregular and shaggy, and 
some of the contrast medium was seen in the middle 
of the filling defect. The cerebral circulation was 
severely retarded on this occasion. The anterior 
cerebral artery was displaced slightly to the right, 
and pathological vessels, contained in an area 4 cm. 
in diameter, were visualized in the lower parts of the 
left parietal and occipital regions, deep in the hemi- 
sphere. The diagnosis of malignant glioma plus 
hematoma in the wall of the left common carotid 
artery following puncture was made. Postmortem 
examination, 16 days after the first injection, con- 
firmed the roentgen diagnosis. No earlier reports of 
a complication such as that described have been 
found in the literature. Frank L. Hussey. M.D. 


Roentgenographic Enlargements in Diagnostic 
Radiology. D. E. FLetcHer and K. A. RowLey. 
Brit. J. Radiol., 1951, 24: 598. 


The enlargement of roentgenograms so far has 
found little practical applicability because many 
technical difficulties are involved. 


The authors have carried out investigations in an 
attempt to develop a practical procedure which might 
be useful particularly in the study of the small joints 
of the hands and feet. Two methods are available: 
(1) the geometrical method which, by making use of 
the divergence of the roentgen rays from the focal 
spot, yields only slight enlargement, but can be 
applied to those regions of the body in which ordi- 
narily intensifying screens are used for roentgeno- 
graphy, and (2) the optical method which permits 
enlargement to a considerable degree from a good 
original roentgenogram by means of photographic 
enlargement, photomicrography, or a combination of 
both. The authors have made use of the second 
method. 

In this article they describe in detail their proce- 
dure based on this second method. The factors 
studied include: (1) the use of routine development, 
(2) the use of fine grain development, (3) the elimina- 
tion of blurring which is classified as (a) movement 
blurring, (b) geometrical blurring, and (c) blurring 
due to double emulsion of the film, and (4) the ef- 
fects of the quality of the roentgen rays. 

The conclusion is reached that the geometrical 
method is of value in showing better detail in the 
thicker parts of the body. The optical method can 
produce enlargements up to eight diameters of the 
thinner parts of the body. With the latter, several 
films and developers can be employed, the most use- 
ful combination being fine grain industrial film in 
conjunction with a superfine grain developer, which, 
however, necessitates a considerable increase of ex- 
posure time. T. Levcutta, M.D. 


Control of Inoperable Oral Cancer with Massive 
Roentgen Therapy. GrorcE WHITE and WILLIAM 
R. CHRISTENSEN. N. England J. M., 1951, 245: 719. 


In 1946 the authors introduced at the Pondville 
State Cancer Hospital (Massachusetts Department 
of Public Health) of Walpole, a more radical method 
for the roentgen irradiation of inoperable carcinomas 
of the oral cavity. They thought that the results 
could be improved by greatly increasing the con- 
ventional tumor dose while the damaging effect on 
the normal tissues was kept to a minimum. Ac- 
cordingly, they elaborated a technique which con- 
sisted of the use of one intraoral and three external 
portals, so arranged that the greatest part of the 
irradiation fell on the tumor proper and its immedi- 
ate vicinity. In this program no attention was paid 
to the metastatic lymph nodes until the primary 
lesion was brought completely under control. 

As a preliminary step, the oral hygiene was im- 
proved and all teeth located in the path of the 
roentgen beam were removed. This usually required 
from 5 to 7 days. The extraction of the teeth was 
deemed necessary (a) to prevent possible radiation 
necrosis of the jaw, (b) to eliminate focal infection, 
and (c) to create space for the use of a larger intra- 
oral portal. 

The technique of irradiation used by these authors 
was as follows: 
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The intraoral roentgen therapy was given through 
a portal from 3.5 to 5 cm. in diameter, at a rate of 
4oo roentgens (in air) daily, until a total dose of 
6,000 roentgens (in air) was reached in 15 days. It 
was considered important to complete this phase 
before painful mucositis had set in. The external 
roentgen therapy was carried out by crossfiring 
through two lateral portals 6 by 8, or 8 by 10 cm. in 
size and one submental portal 5 cm. in diameter. 
When the carcinoma was on one side of the mouth 
(bucca, gingiva, tonsillar fossa) the contralateral 
facial portal was omitted. During the course of the 
intraoral irradiation only one external portal was 
treated per day but after its completion two external 
portals were exposed in a rotating manner. The 
dose on these portals never exceeded 3,000 roentgens 
so as to preserve the skin and underlying tissues for 
further irradiation of the metastases to the lymph 
nodes, which usually constituted a separate venture. 
The entire series required about 30 days. The total 
tumor dose varied between 9,000 and 12,000 roent- 
gens whereas with the conventional method used 
prior to 1946 it was 7,000 roentgens or less. 

The factors employed were: (a) intraoral portal— 
250 kv., 15 ma., 0.5 mm. of copper plus 1.0 mm. of 
aluminum, 40 cm. distance, 400 roentgens daily; (b) 
external portals— 250 kv., 15 ma., 0.5 mm. of copper 
plus 1.0 mm. of aluminum, 50 cm. distance, 200 
roentgens at each treatment. 

Toward the end of the series the radiation reaction 
and, especially, the mucositis reached its peak.- The 
patients refused to eat and generally became very 
weak. For this reason the authors recommended 
routine hospitalization during the entire period in- 
cluding the preliminary dental care. The reaction 
of the skin was only moderate and usually cleared 
up within a short time. 

The results obtained are shown in Table I. 

As one might expect, the massive method led to 
certain radiation sequelae. These consisted of ulcera- 
tion and necrosis equally distributed in approxi- 


TABLE I.—CONVENTIONAL VERSUS MASSIVE 
ROENTGEN THERAPY OF INOPERABLE IN- 
TRAORAL CANCER: RESULTS OF 3-YEAR 
STUDY AT PONDVILLE HOSPITAL 


Tumor Dose 
No. of patients treated 55 63 
Average tumor dose 4,100Tr 9,500 Fr. 
Persistent or recurrent disease—r year 36 16 
Persistent or recurrent disease—1 to 3 years 2 ° 
Dead—t1 year, no local recurrence II 12 
Dead—tr to 3 years, no local recurrence 5 10 
Living—1 to 3 years, no local recurrence ° 12 
Living—over 3 years, no local recurrence I 13 
Sequelae (radiation ulcer, osteitis, or both) I 14 


mately 25 per cent of the cases. In 3 patients the 
radiation sequelae contributed to a fatal outcome, 
and in several others subsequent resection of the 
mandible became necessary. 

The conclusion is reached that, despite the risks 
involved, massive roentgen therapy achieves much 
more satisfactory control of the primary inoperable 
carcinoma of the oral cavity than does conventional 
roentgen therapy. For the same reason, it permits 
earlier treatment of the metastatic lymph nodes of 
the neck. T. Leucutia, M.D. 
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Treatment of Thyrotoxicosis with Radioactive 
Iodine. G. W. Biomrietp, J. C. Jones, A. G. 
Maccrecor, H. MItter, and E. J. Wayne. Brit. 
M.J., 1951, 2: 373- 

This article deals with the results of treatment 
with I! in 20 cases of toxic adenoma and thyro- 
toxicosis with follow-ups from January, 1949 to 
August, 1951. 

Treatment with an isotope drink is highly spe- 
cific inasmuch as the thyroid specifically concen- 
trates the iodine and the radioactivity consists al- 
most entirely of beta radiation with a penetrating 
power of not over 2.2 mm. Thus, the treatment 
is sharply localized to the gland and a minimum 
of side effects are obtained. The dosage varies 
from 8,000 to 10,000 me. (total) and is planned to 
give 100 to 200 mc./gm. of estimated thyroid mass. 
Preliminary tracer studies are made to estimate 
the distribution and rate of elimination of iodine 
from the gland. The size of the gland is the great- 
est unknown factor in the calculation of dosage; 
estimates may vary as much as 30 per cent from 
the true size. Therapeutic observations have been 
checked with the Geiger counter and ionization 
chambers. 

As there is some doubt as to the long-term after 
effects of direct irradiation therapy, this form of 
therapy has been restricted to the older group of 
patients. Poor risk patients were also included, 
as well as patients with recurrent thyrotoxicosis 
following partial thyroidectomy, and patients un- 
able to take thiouracil or who had not responded 
to a year of thiouracil treatment. The authors 
summarize the meticulous technique employed in 
treating these patients and the inevitable radio- 
active contamination. It was found necessary to 
have a separate building for the radioactive pa- 
tients and apparatus. 

Sixteen of 18 patients followed up at least for 
10 months were benefited in 4 weeks, and 10 
months after treatment appeared to be normal. 

No complications in the form of local or systemic 
reactions or temporary thyrotoxic exacerbations 
were observed. Transient hypothyroidism occur- 
red in 2 patients and congestive heart failure in 1 
patient. 

The possibility of the induction of malignant 
change in the gland is discussed. It appears to the 
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authors that such an eventuality is improbable 
and is outweighed by the advantages of this form 
of treatment in many cases. . 

Jane C. MAcMI1an, M.D. 


Isotope Research and Clinical Radiology. B. V. A. 
Low-BEErR. Proc. R. Soc. M., Lond., 1951, 44: 663. 


The author indicates that radioisotopes have 
been used for three general lines of investigation: 
(1) the distribution of active and passive metabo- 
lites in the body, (2) the mechanisms of metabo- 
lism, and (3) the therapeutic applicability of arti- 
ficial radioactive isotopes. 

Brief sketches are given of the use of P* distri- 
bution, particularly in the localization of brain 
tumors (as is also done for I!), P%2, because of its 
ability to permeate red blood cells, has been used 
experimentally to measure red cell volume. So- 
dium, chiefly an extracellular metabolite which is 
used to measure extracellular fluid volume, gives 
values of 21 per cent of body weight as sodium 
space, of which 15 per cent is plasma and 85 per 
cent interstitial fluid. Radioactive sodium has also 
been used in the localization of placenta previa. 

Perhaps the best known diagnostic use of radio- 
active substance is the use of I'*! in thyroid disease. 
Normal subjects show the highest uptake approxi- 
mately 2 days after a test dose; thyrotoxic patients 
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show uptake from 10 to 12 per cent higher than 
normal, and patients with severe thyrotoxicosis show 
the highest uptake about 1 to 4 hours after admin- 
_— of the isotope with rapid decrease there- 
aiter. 

Radiophosphorus has been utilized in phospho- 
lipid production to study the intricate problem of 
liver function. Radiosodium has been used to 
study plasma volume changes incident to shock 
from burns. Therapy with sodium lactate has 
thus been proved of use in these cases. 

Beta radiation from P*® incorporated in adhesive 
discs has been found a convenient and accurate 
means of irradiating superficial skin cancer and 
port-wine hemangiomas. 

Radiocobalt promises to be a highly useful 
source of irradiation for cavities and interstitial 
treatment, replacing radium. It is more easily 
controlled and much less expensive than radium 
and can be used in similar techniques. A rather 
well worked out method of treatment has been 
evolved with P®? for Hodgkin’s disease, mycosis 
fungoides, and chronic leucemias with some re- 
missions and temporary relief. P** produces longer 
remissions in polycythemia than any other form 
of treatment. A detailed discussion of dosage cal- 
culations completes the review. 

Jane C. MacMIittan, M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Associated Osteovascular Dysplasia (Displasie asso- 
ciate osteo-vascolari). GruL1o Tori and GUISEPPE 
GHIRELLI. Radiol. med., Milano, 1951, 37: 725. 


Vascular dysplasia of congenital origin may be 
accompanied by osseous alterations. After a review 
of the literature the authors describe 8 personal 
observations. 

While the osseous changes associated with vascu- 
lar dysplasia are usually of the hypertrophic type, 
in 4 cases the authors found a shortening of the in- 
volved parts, or a partial dwarfism. The osseous 
changes are sequelae of the circulatory disturbances. 
Abnormal elongation of the bones under the influ- 
ence of venous stasis can be reproduced experiment- 
ally. Some authors use the term ‘“‘vascular osteohy- 
pertrophic nevus” to describe this condition. Ac- 
cording to another hypothesis, both the vascular 
and the osseous changes are concomitant and at- 
tributable to a single obscure factor of congenital 
character probably affecting the sympathetic 
system. 

The vascular changes may assume the aspect of a 
circumscribed deep angioma, diffuse angiomatosis, 
or of a superficial tuberous angioma. 

The authors are of the opinion that the osseous 
changes may be considered sequelae of a congenital 
dysplasia of the mesenchyma, which affects the 
soft tissues, the bloodvessels, and the bones. 

K. Narat, M.D. 


The Bacteriology of Erysipeloid. P. H. A. SNEaTH, 
J. D. Apspott, and A. C. Cuntrre. Brit. M. J., 
1951, 2: 1063. 

The Erysipelothrix rhusiopathiae was isolated 
from 7 of 20 patients with erysipeloid. The 7 samples 
were culturally and biochemically homogeneous, and 
indistinguishable from veterinary strains. They were 
distributed among several antigenic groups, and 
were relatively uniform in their sensitivity to each 
of various antibiotics. They were most sensitive to 
penicillin, aureomycin, and chloramphenicol. 

SAMUEL Kaun, M.D. 


The Metastases of Cancer. III. A Systematic Study 
of Diffusion of the Metastases of Malignoma, 
with Model of a Registration Form of a Type 
for the Determination at Autopsy of the‘‘Gene- 
alogic Tree’”’ of Metastases (Le cancro-metastasi. 
III. Per lo studio sistematico della diffusione me- 
tastatica dei malignomi; Modello discheda tipo per la 
determinazione dell’albero genealogico delle metastasi 
all’auropsia). GIANNI CONSOLANDI and Rino Bat- 
DELLI. Lav. ist. anat. Univ. Perugia, 1951, 10: 83. 


The present article, which deals with the classi- 
fying and registering of autopsy findings in instances 


of neoplasms, is the third one to be presented by 
these authors. The classification is derived from 
that of H. E. Walther of Switzerland; the registra- 
tion form is based upon the known characteristics of 
neoplasms and their spread in the guise of metastases. 

On its front side, the form presents a number of 
successive squares. The top square is reserved for a 
simple statement of the location, macroscopic mani- 
festations, and histologic diagnosis of the primary 
neoplasm. The square immediately beneath gives 
the findings for the first, or hepatic, filter. The third 
square gives the same information for the pulmonary 
filter. Finally, the fourth square in the column gives 
identical information of the last, or capillary, filter 
for the general circulatory system (arterial metas- 
tases). To the right of each of these squares are to be 
registered the lymph-node findings (lymphometas- 
tasis) for each of the squares. The squares are in- 
tended only for recording the transmission by the 
blood stream (hemometastasis). 

The reverse side of the form is reserved for nota- 
tions with reference to those instances of metastatic 
dissemination which do not follow the classic routes, 
as indicated on the front side of the card. These 
irregular routes of dissemination may include cases 
of paradoxical diffusion (retrograde metastatic dis- 
semination), or those cases in which both the lymph 
channels and the blood vascular channels were 
traversed as part of the pathway of diffusion. 

The reverse side of the card is also to be used for 
greater detail in classifying the types of metastatic 
diffusion, and for detailed instructions with reference 
to the method of filling out the form. 

Illustrations of five forms, properly filled out for 
the 5 classic types of dissemination, are appended. 
This group of cards includes one each for cases of 
the pulmonary vein type of distribution, the vena 
cava type, the portal vein type, the cardiac type, 
and finally the irregular, or elective, type of metas- 
tatic dissemination. 

This method of registration is valuable because of 
the greater ease of consultation and the working out 
of statistical problems concerned with any of the 
classic types here recorded, and it is of assistance in 
the conduct of the autopsy itself. With regard to 
this latter consideration, the problem might arise 
in which the primary neoplasm is located in the 
liver, and there are arterial metastases but no evi- 
dence of pulmonary metastases. Here a more intense 
study of the lung is indicated in an attempt to clarify 
the problem as to why, in this instance, the filter of 
the lung has been by-passed by the tumor metas- 
tases in reaching the arterial circulation. 

At least one copy of this form should be sent to a 
central agency, such as the National Association for 
the Combating of Tumors, for use in more compre- 
hensive statistical studies. 

Joun W. Brennan, M.D. 
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Cutaneous Angioreticulomatosis. Multiple Idio- 
pathic Pigmented Sarcomatosis of Kaposi 
(L’angio-réticulomatose cutanée. Sacromatose mul- 
tiple idiopathique pigmentaire de Kaposi). ADOLPHE 
Dupont. Rev. belge. path., 1951, 20: 375. 


The nature and classification of Kaposi’s disease, 
first described in 1872, still remain obscure. The 
condition is rare in Belgium, France, and Germany, 
but frequent in central Europe and Italy. Recently, 
it has been shown that it occurs rather frequently 
in African negroes, especially in the Belgian Congo. 
The disease is exceptionally hereditary and affects 
only males. 

The angiomatous tumors appear simultaneously 
or successively on the skin and the mucosa and can 
be found in various organs. Their growth does not 
persist and after some time they may undergo 
atrophy and disappear. However, the disease itself 
persists and some tumors may undergo malignant 
change. Microscopically, the tumors are made up 
of various types of vessels, of reticular cells, and of 
free cells. 

Important blood changes may appear during the 
evolution of the disease. There is often a lymphocy- 
tosis, sometimes with abnormal cells, and the 
leucocytosis may be considerably increased. The 
blood picture sometimes resembles that of lymphoid 
leucemia. Most dermatologists believe that Kaposi’s 
disease is a proliferative affection of the reticulo- 
endothelial cells. 

The author, in a very complete review of this 
disease, cites 22 cases and considers the patho- 
genesis as a neoplasia of the reticulum cells and blood 
vessels. He suggests that it may be related to simi- 
lar angiomatous tumors of the central nervous 
system which are often grouped under the term 
Lindau’s disease. Epwarp W. Gisss, M.D. 


DUCTLESS GLANDS 


The Influence of Castration, of the Sexual Hor- 
mones, and of Extracts of the Anterior Lobe of 
the Hypophysis on the Biliary Secretion of 
Guinea Pigs; A Contribution to the Study of 
the Hormonal Regulation of the Genesis of 
Bile (Influenza della castrazione, degli ormoni 
sessuali e dell’ipofisi anteriore sulla secrezione biliare 
della cavia, quale contributo allo studio della regola- 
zione ormonale della biligenesi). F. MARconr and 
L. Bertana. Policlinico, sez. med., 1951, 58: 293. 


The experimental guinea pigs weighed between 
400 and 500 gm. and were maintained during the 
experimental period under identical conditions. Males 
and females were rather evenly distributed in the 
material. Every one of the animals was eventually 
subjected to laparotomy and the insertion of a glass 
tube in the gallbladder. The glass tube was then 
arranged so as to empty the bile from the gallbladder 
into the graduated container which served as a meas- 
uring glass. The operation was completed by tying 
off the choledochus. 

Five of the animals were employed as controls, 


and the average production of bile for 24 hours (the 


bile was not actually collected and measured for a 
longer period than 6 hours after the cholecystotomy) 
was found to be 183 c.c. for the females (3 animals) 
and 168 c.c. for the males (2 animals). 

Six guinea pigs (3 females, 3 males) had been cas- 
trated a month previously; the females were found 
to secrete 22.3 per cent less and the males, 22.5 per 
cent less than the average 24-hour amount. This 
allegedly demonstrates the biliogenetic action of 
both the male and the female hormones—not just 
the female hormone alone, as postulated by Cattaneo 
(Ann. ostet. gin., 1935, 57: 191). 

In a second group of animals the study was di- 
vided into two parts. In the first part 5 animals (3 
females, 2 males) were given total testicular extract 


with a rise in biliogenesis of 24.2 per cent in the © 


males and a fall of 27.8 per cent in the females. In 
the second part of this study 8 guinea pigs (4 females, 
4 males) were given testosterone propionate with a 
rise in biliogenesis of 28.5 per cent in the males and 
a fall of 29.8 per cent in the females. This tends to 
verify the castration experiments and indicates that 
the masculine sexual hormone is sex specific in its 
action. 

Under otherwise identical conditions, the injection 
of the synthetic female hormone “estrogen” (4.41- 
dioxy-g-S diphenylesan dipropionate) was carried 
out in 3 female and 4 male guinea pigs with an in- 
crease in biliogenesis of 19 per cent in the female 
group and of 55.7 per cent in the male group. 
Thus, this hormone also produced an increase in 
the secretion of bile in both sexes; this action, how- 
ever, is not so evidently sex specific as in the case of 
the male hormones. 

An aqueous extract of the anterior lobe of the 
hypophysis was administered to 3 female and 3 
male guinea pigs with a decrease in biliogenesis of 
26.2 per cent, as compared with the controls 
(antagonism toward the hypophysial hormone of the 
natural follicular hormone of the female test ani- 
mal). Under identical conditions there was an in- 
crease of 17.5 per cent in the males (synergetic in- 
fluence of the natural testicular hormone of the male 
test animal). When the same treatment was ad- 
ministered to animals which had previously been 
castrated, the decrease in biliogenesis in the females 
(2 animals) was even more pronounced (from minus 
26.2 per cent to minus 32.5 per cent). In the 
castrated males (2 animals) the figures dropped to 
about the same level as that for the controls. 

When combined treatment with testicular and 
hypophysial preparations was administered to 2 
animals, it resulted in an increase in the amount of 
bile secreted of 37.8 per cent in the males. In 2 
female animals the corresponding figure was minus 
15 per cent. This figure is considered further proof 
of the hypothesis with reference to the antagonism 
between the female and the extract of the anterior 
lobe of the hypophysis. 

The association of estrogen and the extract of the 
anterior lobe of the hypophysis under the conditions 
here employed resulted in practically no modifica- 
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tion in the biliogenesis of the females (3 animals), 
but in the male (3 animals) the amount of bile secret- 
ed was raised by 29.7 per cent. 

From their study, therefore, the authors make 
the following three postulations: 

1. The extracted and synthetic sexual hormones 
exercise an evident influence on the biliary secretion 
in the sense of a secretory excitation. 

2. This influence of the male sex hormone is 
closely bound up with, and is specific for, the sex 
of the animal. 

3. The lobe of the anterior hypophysis partici- 
pates in the regulation of biliary secretion, exercising 
an action which is different in the two sexes, that is, 
it is inhibitory in the female and antagonistic to the 
follicular hormone of the female, but in the male 
it is excitatory and perhaps synergistic with the 
testicular hormone. Joun W. Brennan, M.D. 


EXPERIMENTAL SURGERY 


Problems Involved in the Homotransplantation of 
Tissues, with Particular Reference to Skin. 
W. J. Dempster. Brit. M.J., 1951, 2: 1041. 


When tissue is removed from an animal and 
transferred to another part of the same animal, the 
process is referred to as autotransplantation. Homo- 
transplantation consists of the transfer of tissue 
from one animal to another of the same species. 
With the exception of cornea, cartilage, and klood 
vessels, all homotransplants undergo complete dis- 
integration at varying time intervals. 

Homotransplantation of tissue is successful in the 
lower orders of animal life, and becomes increasingly 
unsuccessful as one ascends the phylogenetic scale. 
Resistance to foreign tissue is most highly developed 
in the mammalian group. From the ontogenetic 
point of view, the embryo at certain stages has little 
or no resistance to alien tissue. However, no greater 
hope of success can be expected from the transplan- 
tation of embryonic tissue than from the transplan- 
tation of adult tissue. 

Any theory of an actively acquired immunity, to 
explain the death of homotransplants, would be 
obliged to prove that a second crop of homotrans- 
plants, from the same donor to the same recipient, 
would disintegrate at a faster rate than the first 
crop. This has been shown to occur experimentally. 
The importance of the dosage of skin in relation to 
the survival time has been stressed: the greater the 
dosage, the faster the disintegration. 

If an actively acquired immunity reaction is in- 
volved in the homotransplant disintegrative process, 
it is advisable to reconsider the nature of antigens 
and antibodies. ‘‘An antigen is a molecular species, 
either free or incorporated in the substance of an 
organism, which, when introduced parenterally into 
a suitable mammalian host, gives rise to a specific 
change in the host, which may be either the develop- 
ment of antibody in the blood or some form of species 
tissue reactivity.” Evidence is accumulating that 
tissue antigen is derived from the gene. Antigenic 


415 


differences may be determined by dominant genes. 
Perhaps only a few genes are involved in tissue 
incompatibility. Such genes have been referred to 
as “histocompatibility” genes. 

“Antibody, as normally observed, consists of 
molecules of serum globulin, which differ from other 
such molecules in combining readily with the cor- 
responding antigen, but not with unrelated sub- 
stances.” Though antibodies to bacterial antigens 
are usually demonstrable in the serum by precipitin 
reactions, no antibodies have been clearly demon- 
strated in the serum of animals which have received 
homotransplants of normal tissue. A similarity be- 
tween tuberculin hypersensitivity and homotrans- 
plant disintegration has been postulated. In 
neither case has antibody been demonstrated in the 
serum of hosts. This theory, however, is not ac- 
ceptable. A concept of homotransplant disintegration 
of a nature different from the tuberculin hyper- 
sensitivity reaction must be found. 

The exact site of antibody production is still far 
from certain. The reticuloendothelial system is 
somehow concerned; the lymphocytes and plasma 
cells seem to play an active part. Since the reticulo- 
endothelial system appears to be so intimately 
bound up with antibody production, attempts have 
been made to modify its reaction to a homotrans- 
plant, with the resultant process of disintegration of 
the homotransplant. The methods used affected 
the homotransplant itself and the host. The methods 
used were crude, however, and did not offer a 
profitable approach to the homotransplant problem. 

Methods used to inhibit the activity of the 
reticuloendothelial system, however, should be 
analyzed. A definitely lowered resistance has been 
reported when a host is irradiated before receiving a 
transplant. A higher incidence of takes has occurred 
in an irradiated series of mice receiving homotrans- 
planted tumors. There is also definite evidence that 
irradiation of the host delays antibody formation in 
response to bacterial antigens. The survival time of 
homotransplanted skin of rabbits can be significantly 
prolonged by previous irradiation of the hosts. 
Cortisone holds back the immunity reaction in skin 
homotransplants for a significant time. 

Cortisone appears to have 2 distinct actions on the 
host: it delays healing and it delays antibody forma- 
tion for a time. Its use is, therefore, not of practicable 
value. Irradiation, too, is apparently not feasible, as 
it lowers the general resistance of the animals, and 
might be dangerous if used clinically. It has been 
claimed, however, that if fractional doses of ir- 
radiation are given, instead of one large dose, the 
development of immunity may be prevented, without 
serious damage to the health of the animals. 

Certain tumors are homotransplantable. They 
grow in spite of an immune response on the part of 
the host. All other tumors disintegrate completely 
on being homotransplanted. Transplantable tumors 
increase their growth momentum in each successive 
generation. Tumors, as a whole, possess a relatively 
high degree of adaptability. It is not logical, how- 


: 
. 


416 INTERNATIONAL ABSTRACTS OF SURGERY 


ever, to accept the general properties of malignant 
tumors as an explanation of the homotransplanta- 
bility of certain tumors. The problem still remains 
obscure. 

Cornea is homotransplantable probably because 
the tissue is of such low dosage that it is not ef- 
fectively antigenic, or because corneal tissue has very 
weak antigens or none at all. Blood vessels are 
probably not antigenic, and can be homotrans- 
planted. If they are antigenic, their specific antigens 
are not strong enough to evoke an immunity reaction 
capable of effecting disintegration. 

The problems underlying homotransplantation 
have been traced to a no man’s land, where genetics 
and immunology meet. The solution of the im- 
munological problem lies in the hands of serologists. 
Clinically, the problem is of vital importance. The 
widest research co-operation among experimental 
surgeons, clinical surgeons, serologists, and geneti- 
cists is required for its solution. 

SAMUEL Kaun, M.D. 


Can Resistance to Cancer Be Induced? Harvey B. 
STONE, RayMOnD M. Curtis, and JoHn H. BREWER. 
Ann. Surg., 1951, 134: 519. 

Experimental studies on mice and human beings 
were undertaken to test the validity of the theory 
which suggests the possibility of inducing resistance 
to cancer. The concept is that cancer cells might be 
killed in a certain manner so as to disturb their 


characteristics as little as possible in order to use 
such cells as an antigen to develop a specific resist- 
ance against not only dead but living cells of the 
same kind. Small blocks of cancer tissue were killed 
by on and were then injected into suitable ani- 
mals. 

After injecting dead cancer cells into susceptible 
animals and observing the results over a period of 
months, the authors believe that there are highly 
suggestive indications that resistance to cancer may 
be developed. These conclusions are based on the 
observation that a certain number of mice survive 
implantations of living tumor after having received 
previous injections of frozen cancer material, there- 
by suggesting that a certain immunity was estab- 
lished by the inoculation of the frozen cancer cells. 

This concept was applied to 3 human patients. 
Among 70 implants of frozen human carcinoma, only 
1 showed any evidence of growth. The reports of 
certain English workers suggest that all the cancer 
cells are killed by the freezing process and that an 
intracellular virus responsible for the tumor forma- 
tion is not destroyed but rather is set free by the 
break-up of the cancer cells and may start the forma- 
tion of a new tumor under favorable conditions. It is 
evident that at present there is an element of hazard 
that should restrict further human experiments to 
cases that are quite far advanced and in which the 
prospect of cure by any other form of treatment is 
extremely slight. OrVILLE F. Grimes, M.D. 


